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IPOMAS are regarded as the most benign of neoplasms, and 

usually such is the case. But their occurrence in certain rare 

locations may present a hard problem to the clinician and a serious 
surgical risk to the patient. 


Lipomas of the gastrointestinal tract are rare. Pathologically 
there are two types, subserous and submucous; clinically, there are 
two kinds—those producing symptoms and those producing none. 


INCIDENCE OF SUBMUCOUS LIPOMA OF THE 
GASTROINTESTINAL TRACT 


Comfort,’ 1931, found 24 in 3,924 consecutive autopsies; an in- 
cidence of 0.6 per cent. His total number collected from all sources 
was 181. All subserous lipoma were excluded. Kirschbaum’ found 
2 in 5,734 autopsies. 


Comfort reported 11 in 3,924 consecutive autopsies. Pemberton 
and McCormack,’ 1937, collected 97 cases with symptoms plus 19 
cases found at autopsy and reported in the literature, making a 
total of 116 cases. Three cases had been seen at Mayo Clinic since 
Comfort’s 1931 report. 


Site of Tumor: The cecum, ascending colon, and sigmoid flexure 
are the most common sites, in the order named. Pemberton’s chart 
is reproduced below. 


There are two groups; in the first, the picture is that of intesti- 
nal obstruction without particular periodicity. It is characterized 
by general abdominal distress, distention, colicky, paroxysmal pains, 
which are usually relieved by bowel evacuation. There is also nau- 
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WITHOUT 
SiIrE OF TUMCR With Symptoms Symptoms Tora. 
Ileocecal 
Cecum and ascending colon 
Transverse colon 414 
Sigmoid flexure 
Descending colon and sigmoid flexure 2 
Rectum 12 
Colon 
Probably colon 


Right half 
Transverse 
Left half 


and rectum 


Symptom CompLex IN PEMBERTON’s Cases 
Pain 75 cases 
Palpable tumor 
Blood in stools 27 present 
alternating with 4 
diarrhea hie -~present 


sea, aften soocieiiia ee vomiting. Frequently there is blood in 
the stools. In the second group, the picture is that of acute intesti- — 


plete at times, with periods of good health in bemusen. In carci- 
noma cases there is a progressive failure of good health. i 


The average age in Pemberton’s series was 49.8 years. In 65 
per cent of cases with symptoms the age was between 40 and 60. 
_ years. Comfort’s' series 49 per cent between 40 to 60 years. Sixty- x 
_ two per cent were women. 


Case REporRT 


Mrs. N. H., aged 48, was first seen in November, 1938. Her chief com-- 
=_ were of cramping pains in the abdomen and of frequent appearance — 
of blood in the stools. She had experienced some nausea, but no vomiting. 
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obstruction when first seen. According to Pemberton’s sum- _ a 
y, one may say that, generally speaking, the history is one of a 
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grown worse. Her abdomen would become swollen with gas, the pains would 
come on, and usually stay until she was able to expel a considerable amount 
of gas or have a bowel movement. She took laxatives very often, and these 
attacks of constipation were often followed by a mild diarrhea. 


Fig. 1. Barium enema does not pass sigmoid flexure. 


During the previous few weeks she had noted the passage of considerable 
amounts of fairly bright red blood in most of her stools. There had been no 
loss of weight. 


Previous Clinical History. In 1927 she had had drainage of the gall- 
bladder and appendectomy. She had had no other serious illnesses. 


Examination. She was a well developed, well nourished white woman of 
middle age. Temperature was 98.8, pulse 78, blood pressure 132/84. The 
abdomen was somewhat distended, soft and tympanitic. A palpable mass, 
rounded, freely movable, not tender, was located just above and to the left 
of the umbilicus, and thought to be in transverse colon. Liver and spleen 
were not palpable. 


Laboratory. Hemoglobin, 84 per cent. Red cells, +,509,000. Wit: cells, 
6,000. The differential count was nermal. 
Urinalysis was negative. 
A few weeks before she came to us, we had seer another | 
town who also gave a history of diarrhea, cramps, san ta 
period of approximately two years. She was prév ed Ap ee 
Stool examination on this second patient was negative.’ ’. 
ination was negative for ulcers. 
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Fig. 2. 24 hour examination—barium in ascending colon. Large number of feco- _ an 
liths in ascending colon. eres 


X-ray studies were then made. These were reported by Drs. McDeed, 
Harris and Parker: 


“On two successive days a barium enema would not go beyond the sigmoid 
flexure. A small amount of barium given by mouth did not reveal evidence 
of an organic lesion in the stomach or small intestines. 


“At 24 hour examination, the barium residue was in the ascending colon. A 
large number of fecoliths were present in the ascending colon. Several feco- 
liths were revealed in lower descending colon above obstructed area. (figs. 1 


and 2). 

“Diagnosis: 1. Obstructive lesion in sigmoid colon near its junction with 
descending colon. The lesion is probably a carcinoma. 

“2. Multiple fecoliths in colon.” 


This lady desired to return home for a short while, and come back for fur- 
ther treatment. She returned in two weeks, and another x-ray was made on 
Jan. 1, 1939. Drs. McDeed, Harris, and Parker reported this as follows: 


“Re-examination of the colon: The sigmoid shows no filling defect. The 
obstruction in the region seen at the last examination was probably due to 
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Fig. 3. Large filling defect in splenic flexure. 


extreme irritability and spasticity of the bowel. There is a fairly large filling 
defect in the splenic flexure of the colon which is persistent. The contours of 
the filling defect suggest an infiltrative growth protruding into the bowel. 
__ The changes at the splenic flexure are causing a partial obstruction. After 
evacuation the ascending colon and transverse colon do not empty. The as- 
- cending and sigmoid colon are spastic. The transverse colon is slightly dilated. 


(fig. 3) 


- “Conc.usions: The findings are suggestive of a new-growth in the splenic 
flexure of the colon causing partial obstruction. An impacted foreign body 
- must be considered ; however, the findings are not typical of the condition.” 


On Jan. 19, 1939, a right rectus incision was made, going through the old 
scar. A small cystic spot on the liver was noted, but it did not appear malig- 
oF nant. No metastatic deposits were found. The glands in the mesocolon were 
not enlarged. A large, round soft growth about the size of a turkey egg was 
- felt in the splenic flexure of the colon. A mushroom catheter was placed in 
the cecum, brought out through the main incision for a temporary colostomy. 
The incision was closed in layers, with one rubber tissue drain. We remarked 
at the time that the tumor through the intestinal wall felt like a non-malig- 
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was resected. 

The cecostomy worked well, and on January 31, resection of the tumor 
bearing portion of the colon was done, using a left rectus incision, mobilizing 
the colon, and using a side-to-side anastomosis. Both operations were done 
under general anesthesia. —The tumor was found a little distal to the splenic 
flexure, very close to it. 


Dr. A. H. Braden rendered the following pathologic report: 


“Section of colon measuring 10 cm. in length. A growth projects into the 
lumen that measures 5 by 4 cm., practically obstructing the lumen. The growth 
is situated in the midportion of the specimen and is ulcerated and necrotic. 
Section shows the growth to be composed of golden yellow fatty tissue limited 
posteriorly by the serous coat. Microscopically, sections show marked inflam- 
matory infiltration and necrosis of the covering mucosa but there is no evi- 
dence of malignancy. Underlying the inflamed mucosa is pure adipose tissue. 


860 THE SOUTHERN SURGEON 
d thi 
7 ind thi 
: ng lipor membrane. 
‘ 


THE SOUTHERN SURGEON 


“Dracnosis: Lipoma.” 


She made an uneventful recovery, going home February 19. Five days 
after operation she was passing gas through the rectum. Eight days postop- 
eratively a small amount of fecal matter began to pass per rectum: the next 
day a normal bowel action was noted, and a normal action daily thereafter. 
Fourteen days after operation, soapsuds enemas were begun, and a few days 
later she was allowed to go home. She has had no recurrence of symptoms. 


SUMMARY 


A case of submucous lipoma of the colon at the splenic flexure 

with symptoms is recorded. These cases of submucous lipoma of 

the colon are rare, and this constitutes, as far as we know, the one 
hundred seventeenth such recorded case. 


Such cases will practically ¢lways be considered as malignant 
_ tumors until the specimen is actually sectioned and its true nature 
seen. If diagnosis could be made at the first stage operation, sim- 
ple excision would be the treatment, but due to the rarity of such 
cases, the conservative treatment will of necessity be as radical as 
though a carcinoma actually existed 
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THE SEMEN AND STERILITY 


CHARLES M. D. 
Atlanta 


| Bageoncgh Seniesa in 1677, was the first to describe spermato- 
zoa. Dalenpatius, in 1699, believed that new individuals were 
enclosed in the spermatozoa, and he wrote as follows: 


We have seen animalcules having just the form of tadpoles, such as are 
found in brooks and muddy bogs, in the month of May. The tail is four or 
five times as long as the body. They move with wonderful rapidity and by 
the strokes of their tails produce little waves in the substance in which they 
swim. But who would believe that in these a human body is hidden? Yet we 
have seen such with our own eyes. For while we were observing them atten- 
tively, a large one threw off its surrounding membrane and appeared naked 
showing distinctly two legs, thighs, breasts, and arms. The cast-off skin, 
drawn upward, covered the head like a cap, and it was a delightful and 
incredible sight. Because of the minuteness of the object, the sex could not 
be distinguished. After the little creature had lost its membrane it soon died. 


In 1588 Vesalius and Fallopius had observed the ovarian follicles 
and corpora lutea. In 1672, De Graaf, a Dutch physician, con- 
cluded that the function of the ovarian follicle was “‘to produce and 
nourish ova and bring them to maturity.” However, it remained 
for von Baer, in 1827, actually to discover the ovum. He wrote, 
‘‘T was overcome with amazement when I saw the ovule so clearly 
that a blind man could hardly doubt it.” Thus, one hundred fifty 
years after the discovery of the microscopic spermatozoa, the ova 
of mammalian animals were first definitely seen. 


About one hundred years have elapsed since the discoveries. Ac- 
tually only in the last twenty-five years has any genuine interest 
been shown in the study of human sterility, particularly in the male. 


In treating sterility, we are aiming at the creation of life, the 
production of a non-existent infant. This assumes the role of the 
abstract, and therefore does not excite the average man into full 
realization of its importance. The ramifications of the results of 
human sterility are subtle. 


In the United States the infant toll from eclampsia is about 5,600 
annually. Each year this country is minus between 150,000 and 
200,000 infants due to the failure of fertilization of the ovum. 
Actually this amounts to better than 100,000 more infant: than 
claimed by the mortality of eclampsia. When compared from the 
viewpoint of the end result, namely, the production of a normal, 
healthy offspring, then the ideals and aims of treatment of sterility 
assume a role of relatively greater importance. It seems fitting, 
therefore, to call the attention of the profession to the causes, 
methods of study, and treatment of this condition. 
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— perenne to special interrogation designed to appraise the 
sexual status, and a thorough local examination, analysis of the 
semen affords a direct index of a man’s power of fertilization. The 
old method of examining a drop of semen from a condom specimen, 
| _ determining the presence or absence of motility and then rendering 
an opinion as to the fertility level, should be relegated to the past. 
A proper semen analysis entails a detailed study. Attention will be 
. - oted in this paper to the correct method of collection, volume- 
Ee tric determination, appraisal of viscosity and turbidity. And of 
greater importance is an estimation of degree and duration of 
motility, the total count of spermatozoa, and the study of the 
_ morphology of the cells. : 


It is undesirable to request a condom specimen te Reet 
Condoms contain powders and resins that are inimical to the life 
of the spermatozoa. An inaccurate result usually occurs. Thor- 
oughly washed and dried sheaths, however, may serve suitably. 
The best method is to collect the specimen in a glass receptacle. 

_ The individual is requested to produce the ejaculate by coitus and 


It was formerly thought necessary to preserve the semen at body 
temperature. However, Moench has studied spermatozoa from 
specimens kept respectively in the ice box, at room temperature, 
and in an incubator at 37 degrees Centigrade. He concludes that 
cold has less devitalizing effect than warmth on the longevity of the 
_ spermatozoa. It is preferable, therefore, to keep the specimen in 
= the ice box until ready to aie the examination. The latter 


When the semen is inspected after the collection, it is 
j _ observ ed to be tenacious, lumpy, and difficult to manipulate. Self- 
_ liquefaction takes place after thirty minutes. This assists the motil- 
_ ity of the spermatozoa and permits easier handling. It is desirable, 
therefore, to wait at least a half hour before the analysis is begun. 
_ Also, this permits sufficient time for the patient to transport the 
semen = the home to the office. 


THE 


epididymes, prostate, seminal vesicles, glands of Cowper, and nu- 
_ merous glands of the urethra. This secretion affords a nidus for 
- the nourishment of the sensitive spermatozoa. Chemically, it con- 
ains glucose in a concentration four times that of human serum. 
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ful in the final appraisal. 


semen will readily exhaust the available food supply. Their longev- 
ity will be shortened. Also, the appraisal of the quantity of sper- 
matozoa is made on the basis of the number per cubic centimeter. 
Therefore, the larger the volume, the higher the total spermatozoa 
count will be and the greater the ultimate fertilizing power of the 
ejaculate. Actually, the spermatozoa comprise a negligible amount 
of the total volume. A man may have a normal volume with rela- 
tively few spermatozoa. The volume usually averages between 3 
and 4 c.c. 


There are numerous conditions which influence the total quan- 
tity. Intercourse performed with relatively short intervals of rest 
decreases the count. Patients should be instructed to abstain from 
sexual indulgence for at least three days prior to submitting the 
specimen. Semen lost or spilled during the collection should be 
noted. A volume that is less than 0.5 c.c. is insufficient to provide a 
medium for the survival of the spermatozoa. It can be readily seen 
that determination of the volume provides information that is use- 


THE TURBIDITY 


No special significance is attached to the turbidity ve pte speci- 
men. The turbidity is derived from the lipoid of the fluid from the 
prostate, and the cellular content. An ejaculate containing no sper- 
matozoa usually has a diminished turbidity. 


THE VISCOSITY 


It is claimed that variations in the viscosity of the specimen are _ 


of little clinical significance if the eventual motility of the spermato- 
zoa is of good grade. However, we know that the viscosity of the 
semen diminishes progressively and markedly when judged imme- 
diately after the collection and 30 minutes later. It is necessary for 
the spermatozoa to penetrate the mucus of the cervix to enter the 
uterine cavity. In an attempt to correlate lysis of the mucus and 
the liquefying power of the semen, Kurzrok and Miller performed 
interesting clinical experiments. They proved that the normal semen 
causes lysis of the plug of the mucus that fills and is peculiar to the 
canal of the cervix. The nature of the lytic substance is unknown, 
but there is reason to believe it to be an enzyme. It fails to produce 
liquefaction of respiratory and salivary mucus. It performs its 
functions best in pH of mild acidity and mild alkalinity. It acts 
poorly in neutral surroundings. Pus diminishes the power of lysis. 
These authors go so far as to suggest the possibility that each sper- 
matozoon contains this enzyme. This would account for the ease 
of penetration of the head through the zona pellucida of the ovum. 
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- Ordinarily the zona pellucida is a membrane resistant to both acids 
and alkalis. Therefore, the liquefying effect of the enzyme of the 
semen is an important function. Specimens of low viscosity would 
- accordingly have a diminished lytic action on the mucus of the 
cervix. In cases of cervicitis, one of the common contributing 
causes of sterility in the female, the ability of lysis is lessened by 
_ the presence of pus. It therefore becomes more difficult, if not im- 
possible, for the spermatozoa to penetrate the tenacious mucous 
obstruction present in the canal of the cervix. Pus in the semen 
from chronic prostatitis, a very common condition in the male, 
mitigates liquefaction. This results in entanglement of the sper- 
_matozoa and their elimination as possible fertilizers of the ovum. 
The relationship of the viscosity and the quantity of mucolytic 
enzyme present in the semen has not been biochemically appraised. 
However, for practical purposes a specimen of normal initial vis- 
cosity and subsequent self-liquefaction is judged to possess proper 
quantities of mucolytic enzyme. There are several approved and 
relatively simple methods of measuring the viscosity of the semen. 
Evaluation of this quality, then, is an essential feature in the total 
analysis. 


= 


HyDROGEN-ION CONCENTRATION 


The hydrogen-ion concentration of various fluids of the body has 
been shown to exert a significant influence on the physiology of the 
organism. Accordingly, some observers have felt that the pH of 
_ the seminal fluid must have an important association with the fe- 
_ cundity of the male. There is no relationship between hydrogen- 
= ion concentration of the ejaculate and the activity and the vitality 
of the spermatozoa. Messer and Almquest determined the hydro- 
as gen-ion concentration by the potentiometer method and made allow- 
ance for artificial changes in reaction. The mean value from a 
group of sterile men was found to be 7.2, with a range varying be- 
tween 0.7 and 0.8 pH units. Huggins and Johnson report a mean 
value of 7.6 from a group with normal semen and proven fertility. 
Be saith it may be concluded that the reaction of the seminal 
fluid is nearly always mildly alkaline and has no influence on the 
male sterility or fertility. The reaction is similar to the mild alka- 
_ linity of the canal of the cervix. The pH values of the latter aver- 
- age 8.5, and vary from 8.0 to 9.0. Hence, the determination of the 
; pH of the seminal fluid has no diagnostic value in the appraisal of 

oe the fertility of the male. 


MOTILITY 


oa For years it has been held and even today many hold that the 
_ chief and sole criterion in judging fertility in the male is the pres- 
ence of motility in the spermatozoa. Nothing could be more erro- 
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SOUTH 


neous. Highly motile cells may be of abnormal morphology with 
disturbed power of fertilization. It is true that in animals requir- 
ing internal fertilization of the ovum, motility is a requisite. But 
there are many external factors to be considered. As soon as the 
spermatozoa leave the urethra, they become subjected to the influ- 
ences of the outside world. We know that motility is diminished ‘ 
by cold, increased by warmth. Light and gravitation apparently are 
ineffectual on this quality. Chemicals have the power to extinguish 
the movements, as evidenced by the condom, by artificial altera- 
tions of the environment, by extreme degrees of acidity found in 
some vaginas. Mechanical factors, already alluded to, such as in- 
creased viscosity of the semen due to pus from either prostate or 
cervix contaminating the ejaculate, alter the mucolytic power. This 
hinders motility by entangling the cells in the viscous semen. Also, 
the time between issue and examination must be considered. Never- 
theless, there are some established standards under which the semen 
is collected and the activity appraised. Loss of motility in repeated 
fresh specimens, collected under conditions minimizing harmful 
external influences, establishes a cause for sterility. From studies of 
men of proven fertility, it has been established that if 75 per cent 
or more of the spermatozoa show motility of good grade when 
examined under ideal conditions within one hour after collection, 
then no cause for sterility can be ascribed to this factor. However, 
there are exceptions and variations from this standard. Instances 
of conception have occurre:’ when these requirements were below 
so-called normal. 


The method of appraising motility is a simple one. The number 
of spermatozoa crossing the microscopic field under the high dry 
lens in ten seconds is compared to the immotile forms. This is re- 
peated several times and an average is taken. Specimens are exam- 
ined 1, 3, 6, 12, and 24 hours after collection, so that an impres- 
sion of the durability and longevity may be obtained. Normal sper- 
matozoa retain the power of motility on an average of 12 to 24 
hours at room temperature. Vose has succeeded in keeping the cells 
alive for 21 days in a buffered glucose solution. 


Before leaving the subject of motility, a word about the Huhner 
compatibility test seems indicated. This test is performed by taking 
a drop of secretion from the canal of the cervix within two hours 
following intercourse. This is examined under the microscope. If 
there are numerous motile spermatozoa found, it does not mean 
that male fertility is demonstrated. The cells may be of abnormal 
morphology or low in total count. The semen may be faulty in 
other ways. If there are numerous immotile spermatozoa, the 
blame ttributed to the male. 
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been active upon arrival at the cervix, but the secretion of the endo- — 
cervix may be hostile to the spermia. If no cells are found, this still | 
does not evidence male sterility. This may mean that the semen 
never reached the cervix. The compatibility test provides informa- 
tion that the mechanism of delivery and reception of the ejaculate 
by the cervix is either normal or abnormal. Determination of the 
activity or decease, the presence or absence of spermatozoa, affords 
no index of male fertility. A more accurate and final opinion is 
obtained by direct analysis of the secretions in the male. 


THE SPERMATOZOA COUNT 


The total quantity of spermatozoa affords important information 
in assisting evaluation of the semen. From various studies the aver- 
age count of spermatozoa varies from 100,000,000 to 120,000,000 
per cubic centimeter. The latter figure was obtained from a group 
of men of proven fertility. The total number of cells in the speci- 
men, obtained by multiplying the volume of the ejaculate by the 
count per cubic centimeter, averages between 400,000,000 and 
600,000,000 in healthy individuals. Meaker states that pregnancy 
does not occur with counts below 60,000,000 per cubic centimeter. 
Macomber and Saunders report from a series of 244 cases, four 
instances with counts less than 60,000,000 where pregnancy oc- 
curred. Hotchkiss has had similar experience. My own records 
contain one case of pregnancy with a count as low as 25,000,000. 
At any rate, it is wise to have some standard by which to judge. 
Sixty million spermatozoa per cubic centimeter seems a reasonable 
average. 


There are numerous influences which affect the count in any indi- 
vidual. Most men maintain a normal level. But a word of warning 
is offered against expressing dogmatic opinions based on a judgment 
of a single specimen. More than one count is indicated, and the 
counts must be spaced properly to afford correct interpretation. 
Belding reports extreme cases of individuals with a range between 
33 and 258 millions and 10 to 200 millions. Among the many fac- 
tors which seem to influence the count may be mentioned spacing 
of: emission, periodic endocrine dysfunctions, diet, fatigue, acute 
infections and debilitating diseases. The period of sexual excite- 
ment consumed during the skirmishing preliminary to intercourse, 
has no influence on the cell count. Semen collected in condoms pro- 
vides consistently diminished counts. Specimens more than three 
hours old give lowered counts due to clumping of the cells. The 
higher the total volume of the ejaculate, the higher the total sper- 
matozoa count. 


The of per cubic centimeter is obtained by 
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using the red blood cell field of a standard counting chamber, white 
pipette, and a formalin-bicarbonate diluting fluid. Specimens should 
be well shaken before the sample is taken. Three separate samples 
and counts should be made on any one specimen, as there normally 
exists a 10 per cent error when performed by those with experience 
and technic. If 5 squares are counted, and 6 ciphers are added to 
the total, and the dilution is 1 to 20, then the total number per cubic 
centimeter is obtained. With a moderate degree of experience, one 
can develop fair accuracy. 


The count offers a guide to the spermatogenic power of the testes. 
It provides one element in appraising the ability of fertilization of 
the semen. It gives some insight not complete in itself into the 
status of the individual’s fertility. It offers a means, in cooperation 
with the determination of the other qualities of the sernen, of ap- 
praising prognosis and the results of the treatment. However, the 
spermatozoon count per se loses its value unless there are studies 
of the morphology of the cells. 


MorPHOLocy OF SPERMATOZOA 
__ The relationship between spermatozoa of abnormal morphology, 


sterility, and habitual abortion had its foundation in the work of 
Williams and Savage, working with bulls at Cornell Veterinary 
School. They concluded that the morphology of the head of the 
spermatozoon provides the greatest single source of information as 
to the fitness of these cells for reproduction. No bull with more 
than 166 abnormal sperm heads per 1,000 had a good breeding 
record. Moench adopted these methods to the study of human 
spermatozoa. The similarity of the results obtained was striking. 
The types of structural differences were similar, but it was found 
that in humans, the average percentage of abnormal forms ran 
much higher. And, when applied to cases of proven fertility and 
unexplained sterility, curves were obtained, indicating respectively 
normal and abnormal spermatozoa. This work brought an answer 
to a hitherto unsolved question. It explained why some men with a 
relatively low spermatozoa count were fertile, and others, who had 
large numbers of active cells, were sterile. Much doubt arose, and 
some investigators stated that Moench’s abnormal structural find- 
ings were artefacts. In response, Moench applied methods of micro- 
dissection to the spermatozoa and proved that the abnormal forms 
truly existed. Subsequent work brought out the now accepted facts 
that: (1) In a normal semen the abnormal sperm heads do not 
exceed 19 to 20 per 100. (2) When the sperm head abnormalities 
reach 20 to 23 per cent, impaired fertility can be assumed. (3) 
When the sperm head abnormalities are above 25 per cent, clinical 
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nnsilit i is usually present. Today no analysis of the semen 1 can be 
considered of any genuine value unless a morphology study of the 
spermatozoa is made. 


Many methods of staining are available. Some are complicated, 
others relatively simple. After trying numerous methods, I found 
that the hemotoxylin eosin stain proved most satisfactory and ex- 
pedient. Under the oil immersion lens, 300 cells are differentially 
studied and the percentage of the abnormal heads and forms are 
noted. In my own experience, covering morphology studies in over 
100 cases of disturbed fertility in the male, not a single case of 
pregnancy has occurred from a specimen containing large numbers 
of sperm of abnormal structure. From the studies of various other 
workers, abnormality of the sperm head proved a common cause of 
sterility in the male. 


Familiarity with structural abnormalities is necessary to perform 
efficiently a differential study in morphology. This item in the ap- 
praisal of the semen offers the inexperienced worker most difficulty. 
Our microscope is a crude instrument when studying structural dif- 
ferences in so minute an object as the spermatozoon. It is beyond 
the scope of this discussion to detail the various abnormalities. The 
head, neck, or tail of the cell may present deviations from the con- 
sidered normal. There are obviously numerous possible aberrations 
in structure. It cannot be too strongly emphasized that the analysis 
of the semen is woefully incomplete unless a detailed study of the 
morphology of the spermatozoa is undertaken. 


The following case report will illustrate the importance of this 
feature, as well as indicate the method of handling a case of sterility 
in the male. 


REPORT OF CASE 


Dr. K., aged 30, married for seven years, complained of five years of barren 
marriage. During the first two years of married life contraception had been 
practiced. Thereafter, an infant was desired, and during the ensuing six 
months intercourse without contraception failed to produce a pregnancy. The 
wife was investigated thoroughly with Rubin test, salpingography, and endo: 
crine studies, without revealing any disease. 


Then Dr. K. had an analysis of the semen by a competent urologist. He 
found a slightly diminished volume, averaging 2 to 3 c.c., and 50 per cent 
of the cells of abnormal structure. An endocrine study, consisting of basal 
metabolism and sugar tolerance tests, was performed. No glandular disturb- 
ance was detectable. However, he empirically received anterior pituitary and 
thyroid products as well as x-ray therapy to the pituitary gland. These failed 
to improve the quality of the spermatozoa. The sexual history indicated that 
the performance of intercourse was normal and practiced about twice weekly. 
There was no trauma to the scrotum and no exposure to x-ray. Venereal 
diseases were denied and the blood Wassermann four years previously had 
been negative. The general health was excellent and no operations had been 
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experienced. Further questioning revealed that he had mumps in childhood, 
but could not recall whether or not there was an associated orchitis. The uri- 
nary picture was normal, except for the fact that there was dribbling of the 
urine at the end of each urination. This averaged more than 10 drops. 


Physical examination revealed a healthy male. No evidence of general 
disease was discovered. Local survey disclosed an unusually small external 
meatus of the urethra. The testes were natural in size and shape with smooth 
surfaces. However, the consistency instead of being firm and tense was slightly 
mushy and soft. Laboratory studies indicated that the urine was negative, 
secretion from the prostate natural, and the blood Wassermann normal. Endo- 
crine investigation showed no dysfunction. Study of the semen on three dif- 
ferent occasions disclosed the following averaged findings: 


Volume: 2.5 c.c 
Turbidity: Normal 
Viscosity: Not diminished 


Motility: 1 hour, 75 per cent of good grade; 3 bait, 45 per cent wise ; 
8 hours, 40 per cent grade 2; 24 hours, no motility 


Count averaged 95,000,000 per cubic centimeter, total, 237,500,000. Mor- 
phology study consistently revealed 45 and 50 per cent of the cells abnormal. 


This case presented two factors contributing towards sterility. The small 
external meatus of the urethra prevented forceful and complete emptying of 
the canal. This hindrance was easily remedied by performing meatotomy. 
The abnormal morphology was more difficult to explain. No endocrine dys- 
crasia could be found. The possibility, dificult of proof, was that the struc- 
tural differences resulted from orchitis of mumps. Further treatment with 
more concentrated endocrine products in larger doses failed to improve the 
semen. The latter was normal in every respect except for the morphology of 
the cells. The treatment with glandular products in the case of this patient 
failed to improve morphology of the spermatozoa and no pregnancy has 
resulted. 


CONCLUSIONS 


1. The study of the semen affords a direct method of appraising 
fertility in the male. ; 


2. Condom specimens of semen are not suitable for analysis, but © ; 
the semen should be collected in glass. 


3. Analysis of the semen includes determination of the volume, 
turbidity, viscosity, motility, total count, and morphology. 


4. The study of the morphology of the spermatozoa may be 
decisive. 

5. A case report is presented emphasizing the need for detail 
analysis of the semen. 


32 Peachtree St. 
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“ SPINE WITH SPECIAL REFERENCI 
LIGAMENTUM FLAVUM 


W. L. Crostuwairt, M.D., F.A.C.S. 
Waco, Texas 


TP presenting this paper I am not unmindful of the old axiom: 
‘Along the peripheral zone of scientific advance there is con- 
tinuous sniping from error’s hilltops.” At the risk of being regard- 
ed as a sniper shooting at an ill-defined target, | venture an invasion 
into this subject based upon my own observation and experience in 
nine cases in which hypertrophies or abnormalities of the ligamen- 
tum flavum were recognized. 


in the course of laminectomies, especially in cases of trauma a i 
the injury was coincident with hyperflexion of the spine, torsion, or — 
lifting while the back was flexed forward. One of the conditions © 
observed was the thickening or enlargement of the ligamentum 
flavum sufficient to make an indenture or constricting band across 
the cord. Further investigation of such conditions showed pressure __ 

on the nerve roots, especially the posterior roots. It was also ob- 
served that the correction of such conditions in the process of lami- 
nectomy gave relief to nerve pain, and this relief could not be ac- | 
counted for by the laminectomy or decompression alone. Checking | 
back I found that the site of the enlarged or injured ligamentum © 

_ flavum corresponded to the nerve or nerves involved. A 


Then came the literature of the protruding intervertebral disk  —__ 
and ruptured nucleus pulposus. I began to suspect these conditions 
in cases of intractable nerve pain and especially in cases where the 
_ x-ray and fluoroscope with lipiodol showed filling defects in the 
neural canal corresponding to the roots of the nerve involved. 


A few such cases were operated upon with a wide exposure and © 
thorough exploration both before and after opening the dural sac- 
sheath, and neither disk nor nucleus pulposus was found. However, 
some of the patients were relieved and in each of these there was 
found an abnormal condition of the interspinous posterior roof of 

_ the neural canal. A 


In each of the nine cases the hyperirophy was thought to be due > 
primarily to injuries. The trauma ranged from extremely severe to 

_ slight; sometimes it had been recent, at others remote. The trauma > cs 

ms was due to sev eral causes, including hyperflexion of the - active 


; and heavy 
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lifting while in flexed or strained position; diving, athletic, automo- 
bile, railroad, and obstetric accidents. The two cases in the cervi- 
cal region were due to diving accidents, the two in the dorsal spine 
~ to car wreck and obstetric accident (hyperflexion of the spine with 
- too much pulling). The remaining five were in the lumbar spine. 


_ From my viewpoint, injuries of the ligamentum flavum are so 
closely connected clinically, pathologically, and histologically with 
the so-called hypertrophy of the ligament that we shall hereafter 
use the terms injury and hypertrophy synonomously. Naftziger 
says, ‘In patients with rupture of the ligamentum subflavum trau- 
ma was consistently present and often the patient had felt a sudden 
snap in the back.’’ And from my own observations it is not over- 
emphasizing the frequency and importance of injuries of the liga- 
mentum flavum to suspect them in all cases where there has been 
trauma of the spine involving hyperflexion with straining, weight 
aaa. bearing, or torsions where there has been distinctly felt a sudden 
snap in the back. Of course, many cases are of such severe nature 
that this symptom is overlooked or not felt. It was while dealing 
with the more severe traumas in the course of laminectomies in the 
_ subacute stage of crushing spine injuries with undetermined cord 
lesions that I first became aware of the potential sequelae of rup- 
tured ligaments, both anterior and posterior. 


| 


ANATOMY 
It would appear to be the peak of preposterousness to suggest 

that Werner Spalteholz, Johannes Sobotta, Cunningham, and Gray 
did not accurately describe the ligamentum flavum. However, af- 
ter careful dissection and study of the ligament at several different 
levels, I do venture to say that several important features were 
_ overlooked by these great writers on anatomy. Spalteholz who, | 

consider, gives by far the best description of the ligamentum sub- 
flavum has only this to say on the subject: 


= 


The ligamenta flava are broad flat bands stretched out between the arches 
of every two adjacent vertebrae and always proceed from the front surface 


oe of the higher arch to the upper edge of the lower. They are especially strong 
_ and long on the lumbar and become feebler towards the cervical vertebrae. 
” S Their fibres run in a vertical direction; in the median plane they are divided 
into two halves by a narrow groove. They consist almost exclusively of elas- 
a . fibres and are accordingly of a yellow color; hence the name. The band 
ES a is not present in this form between the occipital bone and the atlas, nor be- 
os bi. tween the atlas and the axis; at the former place is the membrana atlantocci- 


_ pitalis posterior, at the latter a thin membrane of connective tissue, which is 
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oer of its important features not found in the above description 
are: 


1. Its peculiar shape, size and thickness: All of these vary at 
different vertebral intervals, and therefore reaction of the ligament 
to trauma at different levels varies. 


2. The bony insertion or attachments: Not only do the liga- 
menta flava extend from the dorsal and upper margin of one lam- 
ina to the one adjacent to it, but its insertions extend down the 
lateral aspects of the lamina and the ligament forms the posterior 
roof of the neural canal with lateral extensions to meet the antero- 
posterior ligamentous boundaries of the canal. The ligament ex- 
tends around and over the articulations of the lamina so as to form 
a capsule, and is in close contact with the articular facets in the 
neural canal. 


3. The ligamentum flavum differs from all other ligaments in 
the body in several particulars: It is easily recognized by its char- 
acteristic yellow color; it differs widely from all other ligaments 
in structure and composition because it has both elastic and con- 
tractile properties. It has certain peculiarities of repair which | 
have not observed in other ligamentous tissue—one of which is 
hypertrophy or which tends to permanency. 


In. many especially those cases which 

stage of chronicity, the patient will give such a clear-cut ei. 8 

and description of symptoms that one should suspect enlargement | 

or abnormality of the ligamentum flavum. Like brain tumor, or 
gallstones, when once suspected, it is easily diagnosed. 


The patient will usually give the following: 


A history of trauma incurred in lifting, bending, twisting, — 
slipping, falls, car collisions, or other accidents. 


. 


tN 


Complaint of low back pain, sciatica, or pains radiating oe 
some part of the lower extremities or sacroiliac joints and 
pelvis. 


3. Failure to gain relief by rest and other conservative treat- 
DIFFERENTIAL DIAGNOSIS 


A flat x-ray of the spine is of little value as far as the ligamentum _ 


Havum is concerned, but should be made in order to rule out dislo- 
cations, fractures, and bony deformities. Roentgenograms should _ 
_ be made prone, supine and lateral from each side. By using lipiodol, 
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- gas, or air, one may determine whether there is a filling defect and, 
if such a defect is found, whether it is lateral, posterior or anterior. 
_ If it is anterior it is more likely to be caused by a protruding disk 
or nucleus pulposus. If posterior and shading off laterally it is 
_ probably due to thickened ligamentum flavum. 


Lipiodol has been used for many years as an aid in the x-ray 


- delineation of the neural canal. It has certain disadvantages and I 


feel that it should be discarded. It is a non-absorbable substance 
_ which remains as a foreign body in the canal indefinitely unless it 


_ should be removed during the process of laminectomy. It becomes 


~encysted with a delicate arachnoid membrane in the lower neural 


canal. It is said not to cause any trouble but that statement I seri- 


ously doubt. 

Fay has reported the use of oxygen gas to displace the spinal 
fluid. I have used air, withdrawing 20 to 40 c.c. of fluid, and inject- 
ing the same quantity of air. The head is kept lowered about 30 
degrees until the air absorbs (three to four hours). This method 
_ has some value and is harmless if due precautions are taken. The 
correct exposure, both anteroposterior and lateral, will give a clear- 

cut picture of the canal and any filling defects present. 


There is no infallible means of differentiating the cause of a fill- 
ing defect as viewed by x-ray picture or fluoroscopic examination. 
It may be produced by hypertrophied ligamentum flavum, ruptured 
disk, nucleus pulposus, cord tumor, or, though rarely, a new growth 


bony tissue. 


There is barely room for the spinal nerves to emerge between 
the intervertebral disks and the lateral posterior part of the liga- 
mentum flavum. Consequently, if there is an abnormality or dis- 
placement of either of those structures there will be encroachment 
or impingement on the nerve at the anterior or posterior roots. 


Spinal puncture is of no value as a diagnostic aid. However, 
when punctures are made for injection of air, gas or lipiodol, rou- 
tine examinations of the fluid should be made. 


If, from the x-ray findings which serve as positive verification of 
the clinical symptoms, one is reasonably sure of a blocking lesion 
of the neural canal or nerve root pressure, amare is indicated. 


The essential features of the operation are: 


. Wide exposure 
Complete exploration of the neural canal and nerve roots | 
3. Complete resection of the ligamentum flavum. 
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With coordination of the symptoms, neurologic findings and x- 


ray, the laminae involved may be accurately judged. It is necessary 
to remove all of these laminae since it is possible for two or more 
adjacent ligaments to be involved. I have observed this in only one 
acute case, when the ligaments between the third and fourth, and 
fourth and fifth lumbar vertebrae were ruptured and folded into the 
dural canal. 


The incision must include all of the part involved and be wide 
enough to give free exposure. However, good exposure may be se- 
cured by unilateral laminectomy in some cases. I understand that 
some neurosurgeons use only unilateral exposures. If it is obvious 
that the ligamentum flavum is the approximate cause of the dis- 
ability and pain, and there has been no lipiodol used, it will not be 
necessary to open the sheath (this is really to the advantage of the 
patient). With wide exposure the neural canal may be satisfactorily 
exposed laterally and anteriorly, and if there should be a protrud- 
ing disk or nucleus pulposus, or other abnormal condition, it can 
be located and remedied. The nerve roots and their exit from the 
canal may be observed. 


In case the ligamentum flavum is at fault there will usually be 
found a depression in the cord sheath of the thickened lizament, 
and there will also be found thickening of the lateral portion of 
the ligament on the affected side. If the lesion is unilateral it will 
be encroaching on the nerve root and impinging on its channel of 
exit. Relief comes from a complete removal of all of the ligaments 
involved. This is done by rongeur and careful supraperiosteal re- 


section. 


Mrs. B., 44, had in 1925, 
hysterectomy in 1935. 


On Jan. 1, 1938, she complained of persistent low backache, severe pain on 
the medial aspect of her right thigh, running down the right leg, and of a 
severe “stinging or burning pain in the right pelvis,” as she described it, be- 
neath the pubis. She stated that all of her symptoms had come on after she 
had slipped and fallen on the tile floor of the bathroom one week earlier. 


Physical examination was essentially negative. X-rays of the pelvis and 
hip, lumbar and sacral spine were negative for fracture, dislocation or bony 
abnormality. Urologic examination was negative. 


She did not improve under palliative treatment and rest. It required nar- 
cotics to relieve her pain, and she was fast becoming an addict. She was re- 
ferred to a nearby clinic where a competent orthopedist made a complete study 
of her condition and made a tentative diagnosis of sacroiliac strain and sciat- 
ica. On March 1 she was placed in the hospital and was examined by a neu- 
rologist, a surgeon, an orthopedist, and an internist. Each one made a different 
diagnosis. 
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At this time she gave a different version of the manner of her injury. She 

_ stated that during the act of intercourse on December 24, she was drawn up 

~ an such a position of hyperflexion of the back that she felt something snap in 

her lumbar region with sudden onset of numbness in the right leg. This 

_ numbness was quickly succeeded by pain, already described. This late history 

a - caused me to suspect a hypertrophied ligamentum flavum, or ruptured nucleus 
pulposus. 


__ By use of lipiodol and x-ray, as well as fluoroscopically, the filling defect pos- 
. teriorly between the third and fifth lumbar vertebrae was demonstrated. 
_ Checking back from the nerve root symptoms I saw the possibility of the 
_ obturator nerve being affected by pressure thus accounting for the pain in her 
pelvis and inner thigh. 
Laminectomy of the third, fourth, and fifth lumbar vertebrae was done. 
The ligamentum flavum was much thickened between the third and fourth, 
+ especially laterally, right. She was relieved. 


; 2 I have been able to demonstrate by ie abnormalities 
a of the ligamentum flavum sufficient to produce characteristic symp- 

toms in nine cases. All of them followed trauma. 


CONCLUSION 


In the past, I am certain that I have overlooked several cases ot 
intractable pain and disability due to hypertrophied ligamentum 
flavum and no doubt I have misinformed and ill advised patients 

as to their true condition and the proper remedy. 


In conclusion, may I say, that I have purposely chosen this style 
to challenge or excite your reminiscence in your own experience, 
and to remind you (paraphrasing the language of Shakespeare), 
a ee it is from the quick forge and working house of thought that 

truths are fashioned into practical patterns.” 
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PARTIAL GASTRECTOMY FOR DUODENAL ULCER 


R. L. SANpers, M. D., 
Memphis 


7. popular conception of the proper treatment of duodenal 
ulcer has undergone a series of changes during the past few 
decades, largely because of a new conception of the underlying 
causes. It is now believed that the major factor in ulcer formation 
is an imbalance of the acid-alkaline secretions of the stomach and 
duodenum, and that this in turn arises from the combined action of 
chemical or infectious agents and an abnormal gastric mechanism, 
perhaps from a derangement of the nervous system, upon suscep- 
tible tissues. The ulcer, therefore, is not merely a local disease; 
rather, constitutional disorders, occupational and environmental 
factors, and the disposition and mentality of the. patient all play a 
part in its development. This being true, with few exceptions, a 
thorough trial of medical management is obviously desirable and, 
in the majority of cases, will effectually relieve the symptoms. 


Despite this plan, however, more and more patients with duo- 
denal ulcer are requiring surgical treatment. It has long been recog- 
nized that operation is indicated in the presence of acute perforation, 
hemorrhage, obstruction, and chronic ulcers which have proved 
resistant to medical management. The increasing use of surgery 
may be explained by the fact that we are finding a larger number 
of posterior wall ulcers with serious complications, such as perfora- 
tion into the head of the pancreas and intractable pain. 


Formerly, surgical procedures for duodenal ulcer were limited 
almost entirely to gastroenterostomy and pyloroplasty. The present 
trend appears to be toward the more radical operation of gastric 
resection. Those who advocate gastrectomy contend that the pro- 
cedure is followed by the lowest number of recurrences and the 
most complete relief of symptoms. Others regard the likelihood of 
recurrence after gastroenterostomy and pyloroplasty as insignifi- 
cant as compared to the risk which, in many cases, is involved in 
gastrectomy. Postoperative anemia is also offered as an argument 
against resection. It is true that some degree of anemia frequently 
follows resection, its severity usually being commensurate with the 
amount of stomach removed, and that occasionally a pernicious 
anemia ensues. This contingency may well be ignored, however, 
when gastrectomy appears to be the only measure which will offer 
a reasonable assurance of freedom from further disturbance. If 
necessary, moreover, one may always counteract anemia by supple- 
menting the diet with.an additional quantity of iron and liver. 


Read before the Memphis Surgical Society, May 11, 1940. 
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A third group of surgeons take a middle course in die attitude 
toward gastrectomy, which, in my opinion, seems to be the most logi- 
cal one. This of course will be described as it applies, from my per- 
sonal experience, to the operative treatment of the various types of 
duodenal ulcers. 

It is generally conceded that gastrectomy should rarely be under- 
taken in the presence of an acute perforation. As a rule, one should 
attempt no more than mere closure of the ulcer by enfolding and 
suture of the edges, or by suture of a segment of omentum over the 
opening. Not infrequently, the ulcer will heal and the symptoms 


: will be completely relieved following the use of this method. Should 


the symptoms recur, however, one always has the opportunity of 


carrying out further surgery as the occasion may demand. 


The chief considerations in determining the advisability of oper- 
ation in bleeding duodenal ulcer are the extent of the hemorrhage 


and the age of the patient. A single simple hemorrhage without 
_ other symptoms is not sufficient justification for operation. Recurrent 


hemorrhage with definite evidence of an ulcer calls for exploration, 


as does also acute hemorrhage from an ulcer which has resisted 


adequate medical treatment. The bleeding in such cases will usually 


: be found to arise from a penetrating lesion on the posterior wall of 


the duodenum. In this event, partial gastrectomy is the procedure 


~_ of choice. Should the patient be unable to withstand such an exten- 


x 


sive operation, however, a transduodenal incision may be made, the 
- bleeding ulcer cauterized, the area sutured from within, and a py- 
_ loroplasty carried out in order to destroy the pyloric sphincter and 
afford drainage of the stomach. If necessary, the stomach may be 


. iy resected at some subsequent date, when the patient's physical con- 


_ dition has sufficiently improved. 


The advisability of surgery in the presence of massive hemorrhage 
is a debated question. A number of surgeons advocate operation 
for all patients beyond 50 years of age with massive hemorrhage 
which fails to respond to transfusion within twenty-four hours, on 
the ground that the sclerotic condition of the arterial walls in these 
patients tends to prevent spontaneous thrombosis and cessation of 


the hemorrhage. In my own he amos the risk of immediate opera- 


such a practice as a routine measure. Not infrequently, moreover, 


a massive hemorrhage arises from conditions other than ulcer, such 


as esophageal varices, or lesions of the liver, spleen or small intes- 
tine. For this reason, also, exploration should be avoided unless the 


diagnosis of an ulcer is clear. It is my custom to institute conserva- 
tive treatment in an effort to control the bleeding and to operate 


ater if the patient continues to have ulcer symptoms. 
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In my opinion, gastrectomy has no place in the treatment of ob- 
struction caused by stenosis of the pyloric outlet incident to pro- 
longed activity of one or more duodenal ulcers. In the first place, 
patients with obstructive ulcers of this type are in poor physical 
condition and cannot withstand an extensive operation; further, be- 
cause of the low acid values, recurrence of the lesion is extremely 
unlikely. The obstruction is best overcome by gastroenterostomy. 
Following this procedure, improvement takes place rapidly and 
complete relief of symptoms is the rule. 


Obstruction arising from inflammatory edema may often be over- 
come by medical treatment. Not infrequently, however, the edema 
is superimposed upon a cicatrizing ulcer which is associated with a 
perforation posterior lesion. If medical measures faii to relieve the 
obstruction, partial gastrectomy is advisable. Should the condition 
of the patient and the local findings forbid this course, a gastroenter- 
ostomy may be carried out and resection postponed until the tissues 
have recovered sufficiently to permit safe closure of the duodenum. 


The surgical procedure for duodenal ulcers which have proved 
intractable under medical management should be selected with re- 
gard to the relief of hypermotility and hypersecretion. The ma- 
jority of these lesions are associated with high acid values. Resec- 
tion of the acid-bearing area of the stomach is the proper treatment 
in such cases, even in the absence of hemorrhage or partial obstruc- 
tion, since only by this means can one be reasonably sure that the 
lesion will not recur. In the presence of low acid values, a mobile 
duodenum, and only a moderate degree of obstruction, I have until 
recently performed a pyloroplasty and, when possible, excised the 
ulcer. When a posterior as well as an anterior wall ulcer was found, 
the former was left undisturbed; as a rule, healing of the posterior 
lesion took place spontaneously following relief of pylorospasm. 
Division or resection of the pyloric muscle effectually eliminated 
pylorospasm, thus preventing gastric stasis. Drainage of the stom- 
ach was slowly, though gradually established after the operation. 
Lately, under favorable conditions, | have been carrying out partial 
gastrectomy in preference to this procedure, in the belief that re- 
section more successfully precludes the possibility of further diff- 
culty. 


Surgeons differ as to the proper extent of resection. One group 
recommends removal of two-thirds or four-fifths of the stomach. 
Such a radical operation, however, is likely to be followed by dis- 
tressing symptoms incident to anacidity and too rapid emptying of 
the stomach. In the average case, resection of 50 to 60 per cent of 
the stomach destroys an adequate amount of the acid-bearing area 
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In the hands of the experienced surgeon, the risk of partial gas- 
trectomy in properly selected cases should not be excessive. The 
principal technical difficulty is encountered in removal of penetrating 
and adherent ulcers. Caution should be exercised to avoid con- 
tamination and leakage, and to prevent hemorrhage. Hardly less 
vital than skillfully executed surgery in the outcome is the preoper- 
ative and postoperative care. Prior to operation for any type of 
peptic ulcer, with the exception of those presenting an acute per- 
foration, supportive measures should be carried out to correct any 
nutritional or biochemical disturbances, to relieve inflammation, and 
to restore muscle tone. The choice of the anesthetic is also an im- 
portant factor. Many authors recommend spinal anesthesia for 
gastric resections. During the past few years, I have administered 
cyclopropane almost exclusively and have found it eminently satis- 
factory from every standpoint. 


In order to make 2 comparison between our methods of treat- 
ment of duodenal ulcer in former years and at the present time, I 
have reviewed two previous studies, the first including patients ob- 
served during the ten year period from 1922 to 1932, and the sec- 
ond those seen during the seven years between 1932 and 1939, and 
have made a third survey of patients observed within the past year, 
from May 1, 1939, to May 1, 1940. The last group includes a few 
patients who came under my care in 1939 and are reported in the 
second study. 

The first series, recorded between 1922 and 1932, comprised 574 
patients, of whom 438 were treated medically and 136, or approxi- 
mately 24 per cent, had operation. Table 1 shows the surgical 
treatment employed. 

TABLE 1. 
Surgical Treatment in 136 Cases of Duodenal Ulcer 1922-1932 


Gastroenterostomy 
Pyloroplasty 


Total 
It will be seen that none of these patients had gastrectomy. 


. The second group, those observed from 1922 to 1939, consisted 

of 194 patients with duodenal ulcer, of whom 52, or approximately 
27 per cent, were treated surgically. As a matter of information, 
_ 8 patients with gastric ulcer were included in this series, making a 
total of 202 peptic ulcers. The diagnoses may be seen in table 2 
and the surgical treatment in table 3. 
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[se TABLE 2. 
238 saps Classification of 202 Cases of Peptic, Ulcer 1932-1939 
Clinical, Roentgenologic or Surgical Diagnoses 


Primary duodenal ulcer 
Recurrent duodenal ulcer 

(2 with marginal ulcer) 
Marginal ulcer 

(1 with colon fistula) 


Gastric ulcer 
honed (1 with duodenal ulcer) 


DvuopENAL ULCER 
Gastroenterostomy 
Pyloroplasty 
Partial gastrectomy 
Closure perforated ulcer 


_ Gastric ULCER 


Partial gastrectomy 
Gastroenterostomy 


Attention is called to the fact that 8, or approximately 15 per 
cent of the 52 patients with duodenal ulcer had partial gastrectomy. 


_ During the past year I have treated a total of 38 — with — 
peptic ulcer, one of whom had an ulcer of the stomach. The diag- 


noses are shown in table 4. 


4. 
Classification of 38 Cases of Peptic Ulcer May, 1939 


Clinical, Roentgenologic or Surgical Diagnoses 


- May, 1940 


Recurrent duodenal ulcer 
(1 with marginal ulcer) 


Gastric ulcer 


Of the 37 patients with duodenal ulcer, 14, or almost 40 per — 
cent, were upon, as 


Surgical Treatment in 55 C eptic U 
5 Cases of Peptic Ulcer 1932-1939 
e 


Mie 


TaBLe 5. 
or Treatment in 14 Cases of Duodenal Ulcer May, 1959 - 


Partial gastrectomy 
Closure perforated ulcer 
Gastroenterostomy 
Pyloroplasty 


It is significant that partial gastrectomy was performed in 8 of 


the above cases, representing more than one-half of the total, as 


compared with 15 per cent of resections in the second group. This 
proportion seems rather high, and probably may be explained by 


_ the fact that I have recently encountered a succession of profusely 
_ bleeding lesions of the posterior wall. In a larger group of cases, 
_ the proportion of resections, although still showing a definite in- 
- crease, would no doubt be smaller. In 5 of the cases, both anterior 
and posterior wall ulcers were found, and in another the ulcer was 
posterior and penetrating into the pancreas. I am inclined to be- 
lieve that the vast majority of duodenal ulcers are multiple, involv- 
ing both the anterior and posterior walls, and that those which 
- bleed usually are situated on the posterior aspect and cannot be 
_ readily detected except by gastrectomy. 


From a comparison of these three groups of cases, it will be ob- 


served that, not only is the number of gastrectomies for duodenal 


ulcer becoming increasingly higher, but more patients are coming 
a operation. In the first and largest series, 24 per cent of the 


: "patients were operated upon; in the second series, 27 per cent; and 


= the third group, almost 40 per cent received surgical treatment. 


‘eae of resections, is of course in a measure excessive, for 
similar reasons. 


We do not have a record of the mortality in the first group, 


2 though in the second group the mortality was 10.8 per cent. All of 


the patients operated upon within the past year have recovered, de- 


_ spite the larger number of partial gastrectomies performed. 


It is my opinion that, in the presence of formidable complications, 
a well planned and properly executed partial gastrectomy, supple- 
mented by appropriate preoperative and postoperative measures 
_ will, as a rule, effectually meet the requirements of surgery for duo- 
denal ulcer in that it will not only afford a fairly certain assurance 


against recurrence, but that the mortality will be maintained at a 


- comparatively low figure for an operation of such magnitude. 
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FRACTURES OF THE HIP 


Four Years Experience with Moore Nails oe 


case treated by this method. Nicolaysen, Davidson and others re- a 
ported successful results prior to the announcement of the discovery 
of the Roentgen ray in 1896. These pioneers were followed by 
others, but the results were not encouraging and the method was 
largely abandoned, although excellent results were occasionally — 
reported, notably by Thomas in 1921 and Martin and King in 1922. _ 
Whitman reported the method of reduction and cast treatment < 
which bears his name in 1904, and this gradually became standard 

in the hands of many fracture surgeons. To determine the end ae 
sults of unimpacted femoral neck fractures a careful two-year sur- _ 
vey of 566 cases of complete, intracapsular fractures of the neck of 
the femur treated in various well known clinics was made during — 
1928-29 by a committee appointed by the American Orthopaedic — 
Association. Their final report, rendered in 1930, showed that — 
bony union was obtained in 51.9 per cent of all cases treated by — 
closed methods, but in patients beyond 60 years of age only 30.4 per 
obtained bony union. 
about 20 per cent. It also indicated that methods of internal fixa- 
tion then in use gave far better results than did conservative _ 


methods. 


_ Interest in internal fixation was greatly stimulated in 1931 by 

_ Smith-Petersen who reported a method of open reduction and fixa- | 
tion of fragments under direct vision with a three-flanged nail. 

_ Twenty-four selected cases were originally reported with 75 per 
cent bony union and no operative mortality. This procedure was < 


in 1932 reported a method of taking lateral roentgenograms of the 
femoral neck. Although the curved casette has been largely replaced | 
by other methods, their contribution must be regarded as a major 
_ factor in the successful treatment of fractures of the hip. 


Presented before the Chattanooga and Hamilton County Medical Society, Chatta- 


nooga, Feb. 22, 1940. 


Orthopedic Surgeon Baroness Erlanger and Children’s Hospitals, 
treatn ctures ternal 
a 
| 
metnods OF inserting the without incising tre joint were re- 
ce ported by Westcott and Johansson in 1932. Leonard and George am 


Many varying methods of internal fixation have since been re- 
ported with good results by Moore, Gaenslan, Knowles, Telson 
and Ransohoff, Henderson, Albee, Dyas and others. This prin- 
ciple is now considered favorably by many bone surgeons, and in an 
attempt to determine the true merits of the various methods a hip 


i, end of the femur. (A) 
Nutrient artery passing through femoral neck. (B) Capsular arteries which con- 
stitute major source of blood supply to femoral head. (C) Artery of ligamentum 
teres (variable). Intracapsular (or central) fracture may destroy all blood 
supply except the variable amount from the ligamentum teres (C) and it is pos- 
sible that this source may also be destroyed at time of injury. Extracapsular 
(or intertrochanteric) fracture probably destroys only the blood supply through 
the nutrient artery (A), which leaves an adequate supply through B and C. 


fracture registry has been established by the American Academy 
of Orthopaedic Surgeons. Fourteen hundred eighty-five cases of 
fracture of the femoral neck treated by one hundred different sur- 
geons have been registered, and will be critically studied for a period 
of several years. After one year’s follow-up bony union was found 
to be present in 83.6 per cent. Further reports at yearly intervals 
will do much to establish the value of this method of treatment. 


It appears from the above and similar studies that the principle 
of internal fixation is sound, and it is reasonable to expect that 
further developments in the fields of physiology, metallurgy, 
radiology and joint surgery will further improve the end results. 
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Dec. 29, 1935. Typical comminuted, intertrochanteric fracture. ( 
1, man of 67.) 


Hip fractures may be classified in two main groups—the central 
or intracapsular and the intertrochanteric or extracapsular. Both 
are primarily injuries of the aged, usually produced by falls onto 
the hip region, often within or about the home. Here the similarity 
ends, as the intertrochanteric or extracapsular fracture unites 
readily with support by traction or splint, while the intracapsular or 
central fracture presents problems of union of such magnitude that 
in 1934 it was called by Kellogg Speed “the unsolved fracture,” 
and in 1937 Albee described it as “the most unfavorable of all frac- 
tures as to union.” 


Many reasons have been advanced for the frequent failure of 
union in the intracapsular fracture but at present it is generally 
agreed that failure most frequently results because of: ne 


. incompl te reduction of the fracture; 
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Fig. 3. Union in varus is present. Distal nail unscrewing within head. The 
wire uniting the nail bases is broken. Sept. 24, 1937. (Case 1.) 


2. inadequate fixation of the fragments, or 


3. impaired blood supply to the detached femoral head. it 


It is felt by many surgeons that complete reduction can usually 


be obtained by use of the Whitman or Leadbetter manipulation, © 


checking the position of the fragments after reduction by two 
plane x-ray; and that some type of internal fixation results in bet- 
ter immobilization of the fragments than does any form of external 


cast or splint. J. S. Speed found that 35 per cent of femoral heads 
underwent aseptic necrosis following central fracture as the result _ 


of inadequate blood supply. Although union may occur after the 
head becomes necrotic it is my belief that some method of insuring 
adequate circulation to the detached femoral head must be devised 
before further marked improvement in late end results can be ex- 
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Fig. +. Mar. 9, 1936. Typical intracapsular fracture of femoral neck. (Case 2, 
woman of 64.) 


Since December 1935 I have employed the Moore method of 
internal fixation, using three or four adjustable stainless steel nails. 
This method was chosen because it was felt that it resulted in 
minimal shock to the patient and in minimal circulatory damage to 
the head and neck of the femur. To date it has been employed in 
a total of 56 cases of hip fracture. It was employed in three cases 
of slipped capital epiphysis of the femur in addition to the above. 
Of the fractures 48 were intracapsular and 8 were intertrochanteric. 
The intracapsular fractures were consecutive and unselected. The 
intertrochanteric fractures were selected, with the hope that certain 
types might prove suitable for nailing by this method. At present 
the latter group are rarely so treated as fixation was ordinarily 
found to be unsatisfactory. There were 14 males and 42 females. 
The ages were from 14 to 89; average 65.2 years. The injury re- 
sulted from a fall in 55 cases, of which 38 or 67.7 per cent occurred 
within the home. Preoperative complications found on admission 
were frequent: 32 patients presented cardiovascular-renal disease, 
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Mav 18, 1938. Union in excellent position is present. (Case 2.) — 


of whom one suffered with severe diabetes mellitus and 7 suffered 
with senile dementia. Five were incontinent, two had hemiplegia, 
one was blind, three were admitted with decubitus ulcers, two had 
ununited fractures of the neck of the opposite femur, of whom one 
had advanced multiple arthritis and emphysema in addition. Two 
had additional fractures involving the upper extremities and one 
was suffering with advanced pulmonary tuberculosis. 


The time of operation is adapted to the individual case. It is no 
longer felt that immediate operation is indicated, and present prac- 
tice is to apply traction to the injured extremity, to combat shock 
if present, and to study the medical aspects of the individual case 
before proceeding with surgery. The time interval following frac- 
ture varied from a few hours to 29 days and now averages two to 
three days following admission. 
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Fig. 6. Intracapsular fracture of femoral neck. May 4, 1937. (Case 3, woman 
of 45.) 


The anesthetic is likewise varied with the patient’s needs. Local 
anesthesia was used in 17 cases, general in 13,. twilight combined 
with local or general anesthesia in 22, twilight alone in 3 and spinal 
in 1. Basal anesthesia consisting of nembutal, morphine and scopo- 
lamine is now routinely used; and general anesthesia is usually pre- 
ferred at least through the reduction stage, as it definitely facili- 
tates reduction of the fracture without apparently increasing the 
mortality or morbidity. 


The steps of the operation consist of reduction of the fracture by 
the Whitman or Leadbetter method or some modification thereof. 
The reduction is verified by anteroposterior and vertical portable 
x-ray, and is repeated until satisfactory reduction is shown in both 
views. Reduction is usually followed by Cotton’s impaction with 
padded block and mallet. Through a lateral incision the lateral 
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Fig. 7. Union in excellent position is present. Note proximal nail extruding 
from bone, Mar. 7, 1938. (Case 3.) 


_ surface of the subtrochanteric region of the femur is then exposed, 
the nails partially inserted through drill holes through the cortex 


_ chair to rest in bed for six months (the latter case being at the 
e patient’s insistence). No external fixation cther than Buck’s trac- 
tion, pillow or sandbag support, or boot cast with rotation bar, has 
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and the position checked by two plane x-ray. If the position is satis 
factory additional holes are drilled through the trochanter and 
neck into the femoral head (to favor vascularization of the head), 
the nails are driven home, and the wound closed. Final position 2 
two plane x-rays are then made. In two cases in this series satis- Ce 
| factory closed reduction could not be obtained, and open reduction - ee 
was performed prior to insertion of the nails. The operation has —s. 

apes been simplified by using a leg holder previously described.** me 4 

stoperative he wh a 
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been employed. The back rest, trapeze, deep breathing exercises 
and frequent position changes are immediately instituted. Present 
practice is rest in bed for six weeks preferably with boot cast and 
rotation bar, at the end of which time the use of crutches without 
weight bearing is begun if x-ray shows satisfactory progress. The 
crutches are discarded only after trabeculae are shown by x-ray to 


Fig. 8. Jan. 18, 1935. Ununited intracapsular fracture neck left femur. A flanged 
nail had been inserted elsewhere two vears previously. (Case 4, woman of 87.) 


cross the line of fracture, which is usually about six months from 
time of operation. 


Postoperative hospital days varied from 7 to 90, and averaged 
21 in cases whose homes afforted suitable care. 


Postoperative general complications consisted of the following: 
3 patients walked without consent or support within six days fol- 
lowing operation; in one case pulmonary embolism involved both 
lower lobes; 4 patients developed senile dementia and one developed 
diabetic-arteriosclerotic gangrene of both lower extremities. : 


Local complications consisted of : 


hematoma in wound—l, 
femoral neck absorption with penetration of nail into joint—6, 
nail broken—2, 

nail bent—1, 

nail placed outside neck or head through error—2 (early cases—without 
proper x-ray control), 

sterile abscess in wound four months postoperative—1 
operative infections—1 (low-grade, soft tissue only), 
operative bone infections—0. 
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There were no operative deaths, and no death occurring during 
convalescence could be attributed to the operation. From the pre- 
operative complications listed, and the age of this group it is appar- 
ent that the life expectancy of many of these persons was not great, 
even without the shock incident to a major fracture. There were 
14 deaths within one year and 4 deaths between one and two years 


Fig. 9. Feb. 12, 1937. Ununited fracture neck left femur with nail removed, and 
fresh intracapsular fracture neck right femur. (Case 4, woman of 89.) 


aM following operation, the majority resulting from cerebral hemor- 

_ rhage, uremia or cardiac disease with congestive failure. Although 
_ definite proof cannot be easily presented it is felt that life was pro- 
longed, and complications both general and local were decreased, 
_ by operative treatment of the fracture. 


Bony union can be determined only by careful and prolonged 
clinical and roentgen study. It has long been recognized that in the 
 intertrochanteric fractures non-union is practically unknown, and 


in convalescence, only to break down with the development of a 
typical non-union several months later. For these reasons a two- 
year follow up with x-ray evidence of bony union as shown by 


_ patients are available who received intracapsular fracture for final 
two year report. Of this number 10-or 83.3 per cent show bony 
ie union and 2 or 16.7 per cent show non-union. Of the ten cases 
os a showing union, the head is definitely necrotic and undergoing pres- 
a changes in one. Bony union occurred in all cases of inter- 
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trabeculae indisputably crossing the line adopt ive be 
as the standard in deciding union in this basis a - 
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trochanteric fracture, usually with the proximal fragment in moder- | 
ate varus position. 


Removal of fixation—Experience to date has been limited to 
the use of Moore nails, which are made of stainless chrome-nickel 
steel known as 18-8 steel. They have been removed in 9 cases. This 


Fig. 10. Sept. 12, 1938. Solid bony union neck right femur. (Case 4.) 


removal was occasioned by penetration of the nail into the joint in 
3 cases; by loosening of one or more nails in 3 cases, and because 
of recurring pain in the hip area in 3 cases. All showed localized 
areas of granulation tissue about the nail head which was felt to be 
the result of local pressure necrosis. Cultures made at time of re- 
moval were in all instances sterile. Present opinion is that removal 
of the fixation device after it has served its purpose is advisable. 


It should be here emphasized that treatment of hip fractures by 
internal fixation is not a simple procedure, despite the statement of 
various authors to the contrary. There are many pitfalls to be 
avoided if the fragments are to be accurately reduced, the fixation 
device properly applied, weight-bearing instituted at the proper 
time, and the patient’s general condition maintained at satisfactory 
level over a long period of time. The operation is a difficult pro- 
cedure technically, and should be performed only by one experienced 
in fracture principles, and in an operating room where accurate 
x-ray control is available. To do other than this is to invite serious 
complications and to bring discredit upon the method. The opera- 
tion per se is only one step in the long and often laborious process 
of function to a severely in an individual 
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woman of 63.) 


whose resistance is often low, and whose life expectancy is fre- 
quently short. By nailing fractures of the femoral neck we only 
substitute an internal splint for an external splint, thereby facili- 
tating the convalescent care of the patient and affording more 
secure fixation of the fragments. If one expects more than this 
at present, disappointment will be his lot. 


ILLUSTRATIVE CASES 


Case 1. J. H., a negro, 67 years of age, with large right inguinal hernia 
and cardiovascular-renal disease with congestive failure, was brought in Dec. 
29, 1935, because of a comminuted, intertrochanteric fracture of the right 


_ plied and digitalization begun. On Jan. 1, 1936 Moore nails were inserted 
- under 1 per cent novocain anesthesia. No postoperative fixation was applied. 
_ A wheel chair was used on the fourteenth postoperative day; crutches were 
te allowed at the end of ten weeks, and discarded May 27, 1936 (five months 
a postoperative). A good clinical result was obtained, the patient walking with- 
- out support or limp. On Sept. 24, 1937 the posterodistal nail was found to be 
unscrewing within the head and the nail end was palpable subcutaneously. 


right femur. (Case 5 
Fig. 11. Apr. 10, 1934. Intracay fracture neck rig ( 


The nails were removed under local anesthesia Oct. 7, 1937 without diffi- 
culty. Culture of the nails was sterile. He died Feb. 27, 1938 of arterio- 
sclerotic heart disease with congestive failure. 


Case 2. Mrs. W. A. N., 64 years of age, fell in her home on March 9, 
1936, receiving a subcapital fracture of the left femur. The following day 
under local anesthesia the fracture was reduced and nailed by the Moore 


Fig. 12. Feb. 12, 1938. Ununited fracture neck right femur (treated by cast) 
and fresh intracapsular fracture neck left femur. (Case 5, woman of 67.) 


method. She remained in bed for four weeks, and then was allowed up in a 
wheel chair for two weeks. Crutches were allowed six weeks following op- 
eration and discarded eight months after reduction. She is free of all hip 
complaint and walks without support or limp. 


Cass 3. Mrs. L.D.L., 45 years of age, received a subcapital fracture of the 
neck of the left femur May 4, 1937 when she fell in her home. Buck’s trac- 
tion was applied the same day. On May 7, Moore nails were inserted using 
1 per cent novocain anesthesia. She was kept in bed with the extremities 
widely abducted for six weeks; crutches were then used and discarded Aug. 
26, 1937. X-ray Aug. 6, 1937 showed trabeculae crossing the fracture line 
with external callus. On March 7, 1938 a nail was palpable and on x-ray 
the proximal nail was found to be extruded practically its entire length. On 
the following day all nails were removed, the distal two nails being removed 
with great difficulty. Culture of the nails showed no growth. She is free of 
all complaint and walks without support or limp, the two sides being indis- 
tinguishable clinically. 


Cask 4. Miss M. L., aged 87 years, was first seen in January 1935 complain- 
ing of pain in the left hip. She had received a subcapital fracture of the left 
femoral neck two years previously for which a Smith-Petersen nail had been 
inserted in another city. At the time of initial examination non-union was 
present. The nail was found to be loose: it was easily removed. Further op- 
erations were refused by the patient. 
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On Feb. 12, 1937 she again fell in her home receiving a subcapital fracture 
of the right femoral neck. She was then 89 years of age, suffering with ad- 
vanced cardiovascular-renal disease and senile dementia. Three days later 
under ether anesthesia Moore nails were inserted. A wheel chair was per- 

mitted after the third postoperative day; crutches were used after six weeks. 
Solid bony union was obtained. There was a normal range of painless active 


Fig. 13. June 4, 1938. Ununited fracture of femora! neck (bilateral). Note de- 


generative changes of head left femur which appears to be necrotic, probably 


the result of circulatory damage received at time of accident. (Case 5.) 


- motion in the right hip. Crutches were retained because of disability of the 
left hip. She died of uremia Nov. 30, 1938. 


_- Casz 5. Mrs. J. H. B., 63 years of age, with advanced atrophic arthritis, 
ghee cardiovascular-renal disease and bronchiecstasis, suffered subcapital fracture of 


e traction was applied. On the following day the fracture was reduced under 
ether anesthesia, impacted by Cotton’s method and a double spica cast ap- 
plied. Cast fixation was continued for four and one-half months, followed 


by non-union with extreme absorption of the neck and apparent aseptic ne- 


oo ture of the left femoral neck. February 12 under ether anesthesia over-cor- 
‘rection of the fragments was obtained, the fragments impacted by Cotton’s 
method and Moore nails inserted. A wheel chair was used after the fourth 
ae postoperative day. On June 4, 1938 non-union was present with upward dis- 
placement of the distal fragment, marked absorption of the neck, penetration 
of the nails into the joint, partial extrusion of the nails and apparent necrosis 
of the femoral head. Pain was most marked in the right hip. Reconstruction 
of the hip was not advised because of the poor general condition. She re- 
mained in a wheel chair until her fatal illness: she died of pneumonia Nov. 
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On Feb. 10, 1938 she again fell in her home, receiving a subcapital frac- a 
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CONCLUSIONS 


Based on four years’ experience with 56 cases of intracapsular 
and extracapsular fractures of the femur the following conclusions 
are felt to be warranted: 


1. Internal fixation is the method of choice in the treatment of 
intracapsular fractures of the femur because of decreased mor- 
tality, increased percentage of good functional hips with proven 
bony union, decreased period of disability, increased comfort to 
the patient, and decreased period of hospitalization. 


2. Difficulty has been experienced in maintaining the fragments 
in good position in extracapsular fractures treated by the Moore 
method of nailing, and it is now used only in selected cases of this 
type. It is thought that the principle of internal fixation is sound 
and desirable in this type of fracture and that a satisfactory method 
of its application will be devised. 

3. Internal fixation must be regarded merely as an isciived, 
method of applying an old principle, namely that of fixation, 
whereby the bone fragments are held in position more securely. 
This increased fixation of the fragments is an aid in securing bony 
union of the fracture, and greatly facilitates the convalescent care — 
of the patient. 
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i ew treatment of cancer of the breast, judged, as all treatment 
should be, by the results obtained, is still an tinsolved problem. 
In the forty-five years that have passed since Doctor Halsted re- 
ported the first five-year results following the use of his improved 
method of radical amputation of the breast, surgeons have some- 
times equaled but have hardly surpassed the percentage of ‘‘cures"’ 
then recorded. Surgery has added little to the perfection of the 
Halsted technic, and x-ray therapy until recent years has been of 
very doubtful value either alone or as an adjunct to surgical treat- 
ment. It has been apparent that an intensive and sustained program 
of public education offered, by making possible early diagnosis and 
earlier treatment, the only hope for progress against the inroads of 
this disease. The development in the past few years of bigger and 
better x-ray machines with recent radical improvements in the tech- 
nic of roentgen therapy as applied to cancer of the breast bids fair 
to modify accepted methods of treatment and to improve materially 
the percentage of “‘cures.”” It is the purpose of this paper to review 
briefly these methods of treatment and to outline the indications for 
the use of each with special reference to the combination of surgery 
and x-ray. 


The history of the treatment of breast cancer is interesting to note 
in passing. We think of the treatment of this condition as essen- 
tially modern, but it is recorded that Galen in the third century de- 
scribed a method of operating on cancer of the breast in which he 
made a clean sweep of that structure. He made also the important 
observation that ‘‘early operation is advisable, as the disease is cur- 
able at the beginning.” In operations after Galen the breast was 
removed by the cautery, torn from the chest wall by blunt dissection 
with the surgeon’s hands, or sheared off with large clippers. De- 
struction of the tumor by means. of caustics was a common practice 
that has persisted to this day. 


Thomas Bartholimus in the seventeenth century recognized and 
described cancer of the breast. Jean Louis Petit in the eighteenth 
century called attention first to the importance of the enlarged 
lymphatic glands. Poirer in 1833 described accurately the lymphat- 
ics of the breast, laying the foundation for a clearer understanding 
of the spread of cancer. Lister in the early sixties suggested removal 
of the axillary fat and glands. Moore in 1867 recommended the 


From the Beall Clinic. 
Read before Texas Surgical Society, April, 1939. 


THE TREATMENT OF CANCER OF THE BREAST ~~ 
‘ 
i 
4 
4 


THE SOUTHERN SURGEON 


,routine removal of the entire breast. Excision of the pectoral fascia 
routinely was first practiced by Volkmann in 1882. Kuster in 1883 
first advised removal of the axillary contents as a routine proceeding. 
The removal of the pectoralis major as a regular step in the radical 
amputation of the breast was first practiced by Halsted in 1888. In 
1894 Halsted published the results of the routine use of his improved 
operative technic in the treatment of breast cancer—a technic with 
which we are all familiar and which with a few slight modifications 
is the operation used today by surgeons the world over. 


In the original Halsted series 70 per cent of the cases in which 
the disease was confined to the breast—stage 1—were well at the 
end of five years, and about 20 per cent of the cases having axillary 
metastases—stage 2—-survived the same period without recurrence. 
In a proper appraisal of these results—which seem rather common- 
place to us at present—one must remember that the teachers of 
surgery of that day could tell of no cures for cancer of the breast, 
that in Kuster’s time (1883) several operative series of cases 
showed 83 to 100 per cent involvement of the axilla, and that in the 
hands of such masters as Billroth, Velpeau, and Bergemann local 
recurrences averaged from 60 to 90 per cent. The per cent of local 
recurrence in the Halsted series was 6. The operative mortality in 
the first series of Billroth’s cases was 23 per cent (Keen). I do not 
recall having seen a patient die as a direct result of the radical re- 
moval of the breast for cancer. 


In 1895 x-rays were discovered by Roentgen, and in 1898 the 
Curies gave radium to the world. In the past twenty years both 
these agents have been extensively used in the treatment of cancer 
of the breast by irradiation, either alone, or as an adjunct to surgical 
treatment. Greatly improved technic has recently brought this form 
of cancer therapy to the front so that today it stands, to quote a 
noted authority, as our “hope for the future.” 


It is well to preface any discussion of the treatment of mammary 
malignancy by mention of the interesting researches of Daland, who 
has shown that of 100 untreated cases of this disease, 26 were liv- 
ing after five years. Contrast that series with 100 similar cases 
treated carefully in any of our good clinics with a five-year survival 
rate of only 32 to 39 per cent. Remember, however, that of 100 
early cases, receiving adequate surgical treatment, 70 will not only 
be alive at the end of five years, but will have no signs or symptoms 
of the disease. 


The best treatment for carcinoma of the breast is prompt and 
adequate removal by surgery of the breast and its environs. Radical 
amputation along the lines laid down by Halsted is indicated in any 
case presenting a reasonable possibility that the tumor growth has 
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- not spread beyond the areas to be removed by the operation. It is _ 
contraindicated in cases showing advanced axillary involvement, in 
rapidly growing tumors with extensive involvement of the skin, in 
individuals under 30, and in lactating breasts. Hertzler says, “I 
_ have regretted every operation I have done in cancer of the mam 
mary gland in the young.” 
_ It is not necessary here to describe in detail the well-known steps 
_ of the radical amputation of the breast. Those of us who are sur- 
geons know them, and those who are not, are not interested. Suffice 
it to say that the operation must be extensive and complete. There | 
is no rational surgical treatment for malignancy of the breast that — 
does not include dissection of the axilla, with the exception of ob- 
viously inoperable ulcerating cancers of slow growth. In these cases — 
local excision of the ulcerating mass rids the patient of a constant — 
and revolting reminder of her disease, gives her much comfort on — 
her way out, and is infinitely worth while. 7 
Next to surgery the x-ray has been our main reliance in the treat- 

_ ment of cancer of the breast. It is used alone without other treat- 
4 ment, usually in inoperable cases, or following surgical removal of | 
the breast, or preceding such removal. Irradiation “ cures, ”” accord- 

_ ing to Adair, ‘‘are produced by locking up the disease in dense fi- 


the direct insult to the cancer cell which is produced by the rays.” In > 
a large group of patients with primary operable carcinoma of the - 
breast, treated over a period of seven years at the Memorial Hos- — 
_ pital for Cancer and Allied Diseases, New York, by irradiation © 
methods alone, the following results were noted: In selected cases, — 
disease confined to the breast, 45 per cent were well after five years. — 
a In 53 cases, with involvement of both breast and axilla, not a single 
_ five-year cure was obtained. Of the whole group 10 to 12 per cent — 
were apparently free of disease after five years. Adair and Hoff- 
man concluded from this that ‘There is no basis for the assumption 
that irradiation is a satisfactory substitute for careful meticulous 
cancer surgery.” Stewart does not advocate irradiation alone as he 
has observed numerous bad results. Maisin, after treating a consid- 
erable number of operable cases with x-ray alone, finds that the re- 
a sults of such treatment are at least as good as those following sur- 
gery alone. 
- To those unfortunate individuals, who have drawn the black 
beans and to whom treatment by the knife is denied, the roentgenolo- 
gist offers much comfort. The feeling that all is not lost, the hope 
that maybe the miracle of cure will happen here, the satisfaction 


a losing battle, is of greater therapeutic value than the actual im- 
-prisonment and dissolution of cancer cells. 
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Extirpation of the ovaries as a means of inhibiting the growth of 
ineradicable carcinoma of the breast, proposed by Beatson in 1896, 
and popular for a short time thereafter, has in recent years enjoyed 
a revival of interest as a part of postoperative roentgen therapy. 
Evaluation of ovarian sterilization for breast carcinoma is the sub- 
ject of a careful study by Taylor of Boston. His conclusions are 
worth quoting here: 

As a therapeutic procedure, artificial menopause is of definite palliative 
benefit to about one-third of patients with inoperable or recurrent carcinoma 
of the breast. The most striking and in most instances the most durable re- 
sults are evident in the group suffering from osseous metastases; . . . there is 
nothing in our study to warrant the conclusion that artificial menopause is 
likely to be of striking benefit as a prophylactic procedure against recurrence 
after radical mastectomy. 

The use of x-ray in the treatment of postoperative recurrence is 
of great comfort to the surgeon. The kindly roentgenologist is near 
to take from our defeated hands the doomed patient, rekindle a ray 
of hope in her bosom, and help her to carry on. That his labors are 
not in vain is apparent from the optimistic observations of Pfahler 
and Vastine. Of 491 patients treated by them for recurrence of 
breast cancer after operation, 39.7 per cent were well five years 
after treatment for local recurrence, 23.3 per cent were well five 


years after treatment for axillary or supraclavicular recurrence, and 
5 per cent were well five years after treatment for distant metas- 
tases. In the entire series 18.5 per cent were in good health five 
years after x-ray treatment. 


Something over five years ago was introduced in this country the 
Coutard technic of roentgen therapy by means of which it was pos- 
sible to deliver a maximum amount of x-ray (10,000 to 11,000 r) 
in fractional doses over a period of weeks with minimum damage 
to the normal tissues. The method was promptly applied to the 
treatment of breast cancer, both before and after operation. The 
last paper written by Bloodgood was a preliminary report giving 
the early experience of his clinic with preoperative x-ray treatment. 
His work has been ably carried on by George A. Stewart, who re- 
cently presented before the Southern Medical Association his conclu- 
sions after five years of observation in the use of this technic. Over 
a four to five-week period a dose of 10,000 to 11,000 r units 
through four portals or more is given the patient. After two or 
three months, in which all skin reaction comes and goes and the 
maximum benefit of the irradiation is allowed to take place, the 
complete operation is performed. Possible complications are nau- 
sea, discomfort, fever, dermatitis, and pneumonitis. Stewart con- 
cludes that preoperative irradiation “will do more to increase our 
ultimate cures than any method alone.” In early cases without axil- 
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x-ray treatmerx, he concedes, admits of some argument; but he feels © 
that the latter is worth while and productive of no harm. Cohn, — 
also a former associate of Bloodgood, says that in early cases with- _ 
out axillary metastasis preoperative irradiation is of no value, but | 
he observes that in those with axillary metastasis 44 per cent having © 
irradiation followed by radical surgery were well after five years, 


year “cures” following operation alone was practically doubled | 
from 23 to 46 per cent) by the addition of preoperative x-ray in | 
3 P y preop 7a 

the stage 2 cases. He recommends x-ray treatment for two weeks _ 


and operation the third week. 


disappointed in preoperative x-ray treatment. He agrees with Stew- 
art that in stage 1 cases—disease confined to the breast—it does not — 


perience with over 2500 cases forces him to the conclusion that in 
the stage 2 cases, axillary metastasis but operable, itis not worth the 
trouble. This conflict of authoritative opinions is rather bewildering 


ciently standardized to be very accurate. 


Interstitial radiation of cancer of the breast has been studied in 
26 operable cases by McKitrick. The total dosage given was 18,000. 
to 25,000 mg. hours of radium. Common after-effects are pain and _ 
limitation of abduction of the arm. It has no advantage over | 
surgery, according to White, except under special conditions such as 
heart disease, or debilitating constitutional disease. oer 

The implantation of radium in the wound at the time of operation a a 
has been advocated by Moore and Petersen, who report 46 percent 
of five-year cures following the use of this method in cases having 
axillary metastases. I have had no experience with this method, __ 
but the figures speak for themselves. 


So much for the various methods of treatment. What now of the 
outlook for recovery? The prognosis in cancer of the breast is in- 
fluenced by (1) the type of cancer, (2) the rate of growth and grade _ 
of malignancy (Broders), (3) the relation of the cancer to the gen- 
eral condition of the patient, and (4) the nature of the treatment. 


) According to Lewis and Geschickter, the comedo adenocarcinoma 
eee offers the most favorable prognosis of all the types of breast cancer. 
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Hertzler says the colloid type has the best outlook. Of more im- 
portance is the rate of growth, which varies with the grade of ma- 
lignancy in which the tumor falls (Broders). To quote Hertzler 
again, “the longer the duration of the tumor and the older the pa- 
tient, the more certain the growth will continue its deliberate habits.” 
In the Cook Hospital series all the patients with grade 4 cancer are 
dead or have a recurrence of the disease. Of nineteen grade 3 
patients, five are dead, and one has a recurrence. Of eight grade 2 
cases one has a recurrence, and one is unaccounted for, while six are 
quite well. All of which means that women with cancer must not 
be too unlucky. Those who draw the grade 4—27.5 per cent in 
my series—have almost no chance from the beginning. One can 
also reason from this why it is that prompt surgery in early cases is 
followed by only 70 per cent five-year cures. 


The patient’s general condition is an important factor in predict- 
ing the course of the disease. In general, the younger the patient, 
the worse the prognosis. In my series of six individuals under 40, 
three lived less than two years, and one has a recurrence. One of 
these, a lactating mother—the only one receiving preoperative x-ray 
—did not live a year. “Cures” in lactation cancer are very rare. Of 
the effect of the constitutional peculiarities on prognosis it has been 
said that “fair, fat, and forty spells doom,” whereas “thin, weary, 
and cantankerous, as well as forty, has a better chance.” (Hertzler). 


The last and (from the surgeon’s viewpoint, at least) most de- 
cisive factor influencing prognosis is the nature of the treatment. 
Prompt and adequate removal of the breast and its environs offers 
the best chance for recovery. The patient must present herself early 
— in stage 1 while the growth is contined to the breast—and the doc- 
tor must recognize the disease. To this end our educational efforts 
must be directed without ceasing. The treatment in stage 1 is radi- 
cal amputation, and the outlook for five-year freedom from disease 
is about 70 per cent. I agree with White, Cohn, and others that 
preoperative and postoperative x-ray add little or nothing here. We 
will lose the grade 4 cases under any form of treatment. 


To the women who show on examination evidence of axillary 
metastasis—stage 2, but operable—thorough preoperative treat- 
ment should be given, followed in 6 to 8 weeks by radical amputa- 
tion of the breast. Their chances of being “well” at the end of five 
years will approximate 45 per cent—almost double, if we may be- 
lieve Stewart, Cohn, and Pfahler, the percentage offered by opera- 
tion alone without benefit of preoperative roentgen therapy. Cer- 
tain definite drawbacks to this treatment are readily apparent and 
must be noted here. The patient may get impatient and restive over 
_ preoperative delay; the pathologist, unles 
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treatment is begun, moans over his almost futile search for cancer 
in the amputated breast; and the surgeon mutters in his mask over 
the increased technical difficulties of the operation and laments that 
his wounds heal not per primam. 


To those more unfortunate patients who come in the inoperable 
group and to whom the hope of cure is apparently denied, thorough 
x-ray treatment with local removal of ulcerating lesions may be of 
great comfort. These old ladies, usually past 60, may survive for 
years and are our most grateful patients. 


In conclusion, it is well to reflect on the revelations of the records 
of the Johns Hopkins Hospital as reviewed by Lewis and Reinhoff, 
to the effect that there is no evidence that cancer of the breast is ever 
completely eradicated, and to remember that “the ultimate goal, a 
matter too often overlooked, is not alone to prolong life indefinitely, 
but to provide escape from it pleasantly.” 
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DIVERTICULA OF THE JEJUNUM 


When intestinal diverticulosis or diverticulitis is mentioned one 
naturally thinks of the colon, and it is true that the colon is more 
frequently the seat of diverticula than any other part of the intes- 
tinal canal. Next comes the duodenum, and next the ileum and 
jejunum. Diverticula of the ileum are generally of the Meckel, or 
congenital variety ; acquired diverticula are commoner in the 
_ jejunum than in the ileum. Apparently the lesion in the jejunum is 
a rare that few surgical textbooks even mention it. Edwards* 
2 stated that until 1936 only 78 cases of jejunal diverticula had been 
__ reported in the literature. He had observed 16 cases, 4 of which 
were confirmed by operation, and 8 confirmed by autopsy. The 
~ other four cases were diagnosed by x-ray only. As usually happens 
_ when a lesion is reported as uncommon, doubtless diverticula of the 
_ jejunum are more frequent than is supposed. The x-ray, which is 
indispensable in diagnosis, does not always demonstrate such di- 

BA verticula unless they are large and happen to retain barium after 
| a jejunum is emptied. Again, even postmortem examination is 
not a reliable means of recognizing the lesion unless the jejunum 
is explored with great care, inasmuch as the diverticula are almost 
always found on the mesenteric border, covered with fat, and there- 
fore not nearly as conspicuous as if they occupied the opposite 
border. 


Of Edwards’ 16 patients 9 were men and 7 were women, the 
_ average age being 55. Most diverticula are found in the upper 
jejunum, and as stated above appear on the mesenteric border cor- 
responding with the blood vessels. 


ad 
% 
= 
: 
7 
> 
Soe 
— 
& 
| 
ne 
4 
<9 


THE SOUTHERN SURGEON 


ticulum begins in two parts apparently straddling the blood ves- 
sels. One of the parts grows larger than the other, and gradually 
takes in the smaller one, finally making one diverticulum. While the 
etiology of all diverticula is difficult to explain, it is believed that 
arteriosclerosis may play a part in the cause of the lesion in the 
jejunum. The hardening of the arteries at the entrance into the 
wall of the gut weakens the wall at this point and allows stretching 
and the formation of diverticula. Other etiologic factors have been 
described, but the part they play is very uncertain. 


Occasionally jejunal diverticula are discovered postmortem in 
patients who have presented no symptoms, but most patients com- 
plain of abdominal pain, more or less severe, accompanied by 
troublesome and noisy flatulence, especially just after meals. At 
times there is vomiting and intestinal obstruction may be sus- 
pected, or acute obstruction may supervene. 


The only curative treatment is surgical operation, with excision 
of the diverticula-bearing segment of the intestine. Such radical 
treatment should be postponed as long as possible, although medical 
management is of little avail. The diet should be easily digestible, 
and the bowels kept open with mild laxatives. An important reason 
for delaying operation is that there is no way of telling when the 
formation of diverticula will cease; more such pockets may form 
after the original ones have been removed. If operation is done it 
must be a radical procedure. Shortcircuiting maneuvers are useless. 


In studying the cause of abdominal symptoms not readily ex- 
plained by the diagnosis of common conditions, such a lesion as this 
should be borne in mind. How often is the abdomen opened for 
surgical treatment of a diseased appendix or gallbladder or other 
organ, and no definite pathologic lesion discovered? In such cases 
jejunal diverticula, though probably rare, offers another entity to 


be considered. 


FRANK K. BoLanp, M. D. 


1. Edwards, Harold C.: Diverticula and Diverticulitis of the Intestine, Baltimore: 
The Williams and Wilkins Co., 1939, 


fy 
é 
tterent stag opmen Ww that each div e 
= 
> 
: 
— 
Me 
| 
: 


BOOK REVIEWS 
The Editors of THE SOUTHERN SURGEON will at all times welcome new books in 


the field of surgery and will acknowledge their receipt in these pages. The Editors 
do not, however, agree to review all books that have been submitted without solicitation. 


CiinicAL Urotocy. By Oswatp Swinney Lows ey, A.B., M.D., F.A.C.S., 
Director of the Department of Urology (James Buchanan Brady Founda- 
tion) of the New York Hospital; and THomas JosePpH Kirwin, M.A., 
M.S., M.D., F.A.C.S., Attending Surgeon of the Department of Urology 
(James Buchanan Brady Foundation) of the New York Hospital. Illus- 
trated by Witiiam P. DipuscH. In Two Volumes. 1684 pages, with 365 
illustrations. Price, $10. Baltimore: The Williams & Wilkins Company, 
1940. 


The professional reviewer does not often have to put a brake on his en- 
thusiasm, but this one feels that the new work by Lowsley and Kirwin re- 
quires all his superlatives. In the first place it is published in two volumes, 
which makes each of convenient size to handle. In the second, it is eminently 
a practical work, it can be read with understanding and pleasure by a junior 
medical student and yet the most experienced urologist will be apt to find it 
convenient for occasional reference—and certainly the man in general practice 
will find it invaluable. Each part of the urogenital tract is taken up in succes- 
sion, with a discussion of its embryology, anatomy, histology and pathology. 
This is followed by a comprehensive discussion of the diagnosis and treatment 
of the anomalies and diseases of the part. In reading each section, the reviewer 
thought that it was so fine that it should be particularly commended, but on 
completing the work he concluded that to single out any one would be 
invidious. 

The first volume begins with an outline of taking a history on a urologic 
patient, and it is emphasized, as has been done more than once in these pages, 
that the first appearance of hematuria, for example, requires a painstaking 
search for its source. Chapters follow on the examination of the urine, tests of 
renal function, instrumental examination, roentgenography of the genito- 
urinary tract, and anesthesia before taking up the special organs. It should be 
mentioned that the authors include women and children under the heading of 
urologic patients. There are numerous references to the psychiatric angles of 
urology, and discussions of the general management of patients, including 
dietary treatment, and sections on the use of radium and deep x-ray therapy. 
The book, however, is primarily concerned with surgery. Not only are the 
various operative procedures clearly described but they are fully illustrated. 
Mr. Didusch may not be the greatest medical artist in the world, but there 
is certainly none better when it comes to depicting operations on the genito- 
urinary tract and the drawings in this book were not rushed through to make 
a deadline, —some of them date back fifteen years. 


In short Drs. Lowsley and Kirwin present here urology as practiced by 
the best clinicians in 1940. 


BaTtTLeE SHIELD OF THE RepusBLic. By Mayor Matcotm WHEELER- 
NicHoison. 212 pages. Price, $1.50. New York: The Macmillan Com- 
pany, 1940. 

The Macmillan Company, in our opinion, should be very highly com- 
mended for the publication in recent months of timely monographs about the 
present World War. They should be widely read. Early in the summer a 
collection of essays, “Defense for America,” edited by William Allen White, 

read by this reviewer. Its theme was “All aid to Britain short of 


4 
a 
| 
= 
: 
a 
are 
| 


THE SOUTHERN SURGEON 


War.” Before a notice of it could be published in these pages, this policy had 
ceased to be controversial. The thesis of the present work will hardly be so 
readily accepted. 


Major Wheeler-Nicholson is very much worried about the present state of 
the American Army. He points out that, although our Army has never yet 
gone down in defeat, it has never faced alone the army of a first class power. 
He argues that the only reason for having an army is to win battles, and that 
the present system of promotion by seniority is not the best way to’ produce 
officers who can win battles. While one hopes that there is less cerebral ossi- 
fication among the generals than is suggested in this book, it is stimulating 
and provocative. Its charges should be carefully studied and its arguments 
thoughtfully weighed: if they are sustained something has got to be done and 
done quick. 


CurnicaL Diapetes MELLITUS AND HyPERINSULINISM. By M. 
Wivp_er, M.D., Ph.D., F.A.C.P., Professor and Chief of the Department | 
of Medicine, The Mayo Foundation for Medical Education and Research, © 
University of Minnesota; Head of the Section on Metabolism Therapy, | 
Division of Medicine, The Mayo Clinic, Rochester, Minnesota. 459 pages, 
with 19 illustrations. Price, $6. Philadelphia and London: W. B. Saun- | 
ders Company, 1940. 


The surgeon who was graduated twenty years ago learned in his student | 
days that the presence of sugar in the urine usually indicated diabetes, that _ 
such patients should partake sparingly of carbohydrates and hope for the best. __ 
It was especially emphasized that a diabetic patient should not be ——— 
to any operation that could possibly be avoided, for experience had taught — 
that he had a very poor chance of surviving a surgical procedure of any mag- 
nitude. Today, with proper management, the diabetic can face any operation © 
with equanimity. 

The surgeon who is not closely allied with a competent internist should 
have at hand a copy of Wilder's new book. The author has for many years 
been an important member of a group whose fame is largely surgical. This 
close association with busy surgeons is reflected in the usefulness of his book. 

The closing section of the monograph deals with hyperinsulinism—a clinical 
entity put on the map by our friend in Birmingham, a disease which, though 
rare, can be cured by surgery. 


Tue Louse. An Account of the Lice which Infest Man, Their Medical Im- 
portance and Control. By Parrick A. Buxton, M.A., M.R.CS., 
L.R.C.P., D.T.M. & H., Director, Department of Medical Entomology, 
London School of Hygiene and Tropical Medicine; Professor of Medical 
Entomology, University of London. 115 pages, with 28 illustrations. 


Price, $3. Baltimore: The Williams & Wilkins Company, 1940. a 


When we were very young the louse was considered unspeakable. Even | 
Robert Burns’ poem about the louse on the lady’s bonnet was considered im- _ 
proper and was omitted from the school anthologies. During the first World 
War the body louse entered polite society under the pseudonym of “cootie.” _ 
Since then “lousy” has become the debutante’s pet term of disapprobation 
and here we are reviewing a whole book devoted to the louse! 


Granting that we rarely encounter a louse in our private practice, in time 
of war the louse becomes important in the case of troops and of refugees. We © 


of 
= 
y 
| 
of ‘ 
‘= 
« 


THE SOUTHERN SURGEON 


fear it will therefore become of general value before many months, for this 
authoritative little book tells the doctor what he needs to know about lice. 


THE Heap ann NECK IN ROENTGEN Diacnosis. By HENry K. PANcoast, 
M. D., Late Professor of Radiology and Director of the Department of 
Radiology, University of Pennsylvania, and EUGENE P. PENDERGRASS, 
M. D., Professor of Radiology, University of Pennsylvania, Director of 
the Department of Radiology, University of Pennsylvania, and J. PARSONS 
SCHAEFFER, M. D., Ph.D., Professor of Anatomy and Director of the 
Daniel Baugh Institute of Anatomy, Jefferson Medical College. 976 pages, 
with 1251 illustrations. Price, $12.50. Springfield: Charles C Thomas, 
Publisher, 1940. 


After reading this volume, one gains the impression that no fact has been 
omitted which is in any way related to diseases of the head and neck. It is a 
vast encyclopedia; a reference work packed with essential information on 
many subjects. 


The successful roentgenologist nowadays must be all things to all special- 
ists. Likewise the specialists have come to lean heavily on the competent roent- 
genologists for support in interpretations of symptoms. This most complete 
book serves as a reference work for all of them. 


The essential anatomy of the head and neck is thoroughly reviewed at the 
beginning as well as the commonly misunderstood anomalies. An unusual 
feature is the description of every type of x-ray picture which can be produced 
by aberrant blood vessels. 


For the benefit of the orthopedic and plastic surgeons in conference with the 
roentgenologist, all conceivable injuries or fractures of the face and neck are 
illustrated and described. Moreover, the various diseases of the bones in this 
region are carefully studied. 


For the neurosurgeons and pathologists a great part of this book is devoted 
to head injuries, brain tumors and their localization, pneumoencephalography 


and tumors of the scalp. 


The dentists and all who are interested in focal dental infections will gain 


much knowledge from the chapters on pathologic changes in the jaws and 


teeth. 


Otorhinolaryngologists will find here answers to many questions about 
x-ray interpretation of lesions of the nose or sinuses, foreign body localization 
in the eye, and complications of surgery in the nose or throat. 


Bronchoscopists will find excellent illustrations describing methods of iden- 
tifying and locating foreign bodies in the air and food passages. 


In short this book states practically all the important facts about the head 


and neck. It isn’t a volume that one would read from cover to cover simply 


because it is an encyclopedia. However, it offers a great source of informa- 
tion on any aspect of diseases of the head and neck. The articles are clear and 
brief. The illustrations are most adequate and there are more than 1200 of 
them. There is a welcome lack of padding which congests most such refer- 
ence works. All in all, this is the most accessible collection of data on lesions 


of the head an 
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MANAGEMENT OF THE CarpDIAc PATIENT. By WILLIAM G. Je 
M.D., F.A.C. P.., of Medicine in of the Depart- 


and Phiedelphe Hospital for Diseases ; 


St. Luke’s, Children’s Hospitals, Philadelphia, etc. 705 pages, with 255 — 


original illustrations, two of which are in color. Price, $6.50. Philadelphia, 
London and Montreal: J. B. Lippincott Company, 1940. 


As Dr. Stroud says in the Foreword, “The rapid strides in electro- 
cardiography, roentgenology and blood chemistry in the diagnosis and treat- 


titioner “to follow the speakers at the various medical meetings.” 
has tackled this problem by applying the “case system”’ introduced many mene 


nosis and treatment of many cases of heart disease with a competent Pincay 
sion of each. Chapters are also devoted to “Allergy and the Heart,” “C 
Problems in Surgical Practice,” “The Prescription of Exercise,” and “An In- 


troduction to Electrocardiography. ” There is an excellent bibliography for 
the man who wants to delve deeper. The book is so modern that it discusses ee i: 


the advisability of a cardiac patient’s flying across the continent. 


Though one might quibble over minutiae occasionally, the book is thor- 


oughly sound, eminently practical. The reviewer agrees with Dr. Stroud in 
that, for the purposes for which it was prepared, “no more valuable book has 


appeared.” 


TasBer’s CycLopepic Mepicat Dictionary INCLUDING A DIGEST OF 
Mepicat Suspjyects. By CLARENCE Taser, Author, Taber’s 
Dictionary for Nurses, The Cumulative Atlas of the Human Body, Ta- © 
ber’s Dietetic Charts, Dictionary of Food and Nutrition, etc., and Asso- — 
cIATES. 273 illustrations. Philadelphia: F. A. Davis Company, 1940. 


It’s extraordinary how much information is compactly presented in this 
small volume, extraordinary how often the reviewer has referred to it dur- 
ing the two weeks it has been on his desk. It even gives an outline of the 


various diseases including treatment. After many attempts to be disappointed, 


he finally found that sulfathiazole was recommended only for pneumonia. 
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Book reviews are grouped together and 
are indexed under that heading in alphabeti- 
cal order. 


A 


Abdominal pain caused by amebiasis: See 
Massie 

Acuff, H.: Surgical treatment of pulmonary 
tuberculosis with end results, 738 

Adjustable nails in internal fixation of frac- 
ture of neck of femur: See Moore, A. T., 
Robertson. 

Ageing, premature, associated with thyroid 
dysfunction: See McGregor 

Air, experimental study of embolic effects of: 
See Moore, R. M. 

Amebiasis: A cause of abdominal pain, F. 
M. Massie, 584 

Anal fistulas, consideration of terminology 
and management of: See Buie 

Andrews, C. J.: Pelvic supports: 
jury and repair, 335 

Anemia: See Curtis, Rives 

Anemia, rationale of splenectomy in treat- 
ment of: See Curtis 

Anemia, splenic: See Curtis, Rives 

Anesthesia: See Carraway, Nicolson, Tend- 
ler 

Anesthesia, evipal: 

Anesthesia in major surgery: 
Nicolson, Tendler 

Anesthesia, pentothal sodium-oxygen, in ma- 
jor surgery: See Carraway 

Anesthesia, spinal: See Tendler 

Arthritis, chronic, classification and 
ment of: See Sherwood 

Arthrodysplasia, hereditary, 
knee joint in: See Venable 

Assembly, Birmingham, 294 

The Associate Editor, Editorial, 691 

The atypical signs and symptoms in per- 
forated peptic ulcer, J. Mooney, Jr., 179 


Their in- 


See Nicolson 
See Carraway, 


treat- 


structure of 


Automatic intermittent irrigator: See Myers 
B 
Bad results in commonly seen fracture cases: 


See Rush 

Bailey, P: Indications for surgical treatment 
of intracranial tumor: E. Bates Block 
memorial lecture, 539 

Bailey, R. B., and Jones, E. L.: The surgical 
treatment of cardiospasm, 666 

Ballenger, E. G.; McDonald, H. P., and 
Coleman, R. C., Jr.: Cystoscopic photog- 
raphy: Preliminary report, 381 

Importance of early diagnosis of urologic 

affections, 235 

Barnes, A. R.: See Harrington 

Barnes, F. L., and Barnes, J. P.: Lipoma of 
the colon, 853 

Barnes, J. P.: See Barnes, F. L. 

Bilateral dermoid cysts complicating preg- 
nancy: See King 

Bile duct: See Jelks 

Biliary tract: See Jelks, 
Seeger 


Phillips, Pittman, 


INDEX TO VOLUME IX 


Biliary tract disease, surgical management 
of: See Phillips, Seeger 

The Birmingham Assembly, 294 

Black, W. T., Jr.: See Russell 

Blastomycoma, intravertebral and intratho- 
racic: See Craig 

Block memorial lecture: See Bailey, P 

Boland, F. K.: William David Haggard, Edi- 
torial, 199 

Diverticula of the jejunum, 907 

Bone tumors, G. W. Jones, 122 

Book REVIEWS: 

Artificial pneumothorax: its practical ap- 
plication in the treatment of son cee 
tuberculosis, Saranac Lake physicians, 
gE... N. Packard: J. M. Hayes, and §S. F. 
Blanchet, 457 

Atlas of cardioroentgenology, H. Roesler, 
851 

Battle shield of the republic, Major M. va 
Wheeler-Nicholson, 909 

Cancer of the larynx, C. Jackson, and C. bets rt 
L. Jackson, 72 faa 

Clinical diabetes mellitus and hyperinsulin- 
ism, R. M. Wilder, 910 a 


Clinical heart disease, S. A. Levine, 615 
Clinical roentgenology of the alimentary 
tract, J. Buckstein, 455 oe 
Clinical urology, O. S. Lowsley, and T. J. ie ar 
Kirwin, 909 
The diagnosis and treatment of diseases 
of the esophagus, P. P. Vinson, 206 : 

Diagnosis and treatment of head injuries, 
S. D. Gross, and W. Ehrlich, 536 zi 

Diseases of the gallbladder and bile ducts, 
W. Walters, and A. M. Snell, 378 

A doctor’s holiday in Iran, R. S. Morton, 
616 

Electrocardiographic patterns: their diag- 
nostic and clinical significance, A. R. 
Barnes, 73 

Endocrine gynecology, E. C. Hamblen, and 
J. B. Collip, 205 

The essentials of applied medical labora- © 
tory technic, details of how to build and 
conduct a laboratory in hospital or office 
at small cost, J. M. Feder, 147 

The foot and ankle: their injuries, dis- — 
eases, deformities and disabilities, P. 
Lewin, 614 

Fractures, P. B. Magnuson, 73 

Fractures, dislocations and epiphyseal sep- 
arations, H. C. W. S. de Brun, 378 _ 

Frank Howard Lahey: Birthday volume, _ 
696 

Functional disorders of the foot: their di- — 
agnosis and treatment, F. D. Dickson, _ 
and R. L. Diveley, 205 z 

The fundamentals of internal 
W. M. Yater, 614 

A handbook of elementary psychobiology 
and psychiatry, E. G. Billings, 146 ; 

Handbook of orthopaedic surgery, A. R. 
Shands, Jr., and R. B. Roney, 379 


medicine, 
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org Harvey Cushing’s seventieth birthday par- 


ty, April 8, 1939. Speeches, letters, 
tributes, 145 
The head and neck in roentgen diagnosis, 
H. K. Pancoast; E. P. Pendergrass, and 
J. P. Schaeffer, 911 
The hospital care of neurosurgical pa- 
tients, W. B. Hamby, 456 
Infections of the hand, L. R. Fifield, and 
P. Clarkson, 74 
Injection treatment of hernia, hydrocele, 
ganglion, hemorrhoids, prostate gland, 
angioma, varicocele, varicose veins, 
bursae, and joints, P. Riddle, 206 
The injured back and its treatment, J. D 
Ellis, 772 
An introduction to gastro-enterology, W. 
C. Alvarez, 454 
The louse, P. A. Buxton, 910 
Management of the cardiac patient, W. G. 
Leaman, Jr., 912 
manual for diabetic patients, W. D. 
Sansum; A. E. Koehler, and R. Bowden, 
145 
Minor surgery, F. Christopher, 537 
Neoplastic disease. A treatise on tumors, 
J. Ewing, 773 
The neurogenic bladder, F. C. McLellan, 
145 
_ Nutrition and diet in health and disease, 
J. S. McLester, 72 
Office gynecology, J. P. Greenhill, 146 
Orthopedic operations: indications, tech- 
nique, and end results, A. Steindler, 456 
Operative surgery, J. S. Horsley; C. C. 
Coleman; J. S. Horsley, Jr.; A. S. Dod- 
son, and D. M. Faulkner, 535 
The patient’s dilemma; the quest for med- 
- ieal security in America, H. Cabot, 144 
Peripheral vascular diseases: diagnosis and 
treatment, W. S. Collens, and N. D. Wi- 
lensky, 144 
Principles of surgical care; shock and 
other problems, A. Blalock, 695 
-Proctoscopic examination and diagnosis 
and treatment of diarrheas, M. H. Strei- 
cher, 145 
— blood studies as a guide to therapy, 
. Scudder, 379 
= applied anatomy, Sir F. Treves, 


i deen of principles of surgery, J. K. 

Berman, 851 

Syphilis and its accomplices in mischief: 

society, the state and the physician, G. 

M. Katsainos, 207 

Taber's Cyclopedic medical dictionary in- 

cluding a digest of medical subjects, C. 
W. Taber, 912 

Ten years in the Congo, W. E. Davis, 380 

Textbook of general surgery, W. H. Cole, 
and R. Elman, 615 

A textbook of pathology, W. G. MacCal- 
lum, 538 

A textbook of physiology, W. 
852 

A textbook of surgery, J. Homans, $37 
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of cancer and allied: 
3. T. Pack, and E. M. Livingston, 454 
Tomors of the hands and feet, G. T. Pack, 
73 
Boyce, F. F.: Factors in the mortality of 
thyroid disease in a non-endemic area: 
an analysis of 817 consecutive surgical 
cases and 103 consecutive surgical and 
nonsurgical deaths, with a note on the 
value of the Quick test of liver func- 
tion in the estimation of hepatic dam- 
age, 96 
Bradtord, F. K.: Spinal meningiomas: Re- 
port of 4 cases, 3 of which were in ne- 
groes, 722 
Brain lesions: See Bailey, P.; Meredith 
Brain, inflammatory lesions of: See Meredith 
Brain, traumatic lesions of: See Meredith 
Braselton, C. W.: See Moore, R. M. 
Breast cancer: See Davison, Thomason 
Breast tumors, T. C. Davison, and F. F. 
Rudder, 697 
A British doctor’s story, 
Stuck, 767 
Buie, L. A.: A consideration of. the termi- 
nology and management of anal fistulas, 
351 
Burbacher, C. R.: See Weiland 
Burns, problems in treatment of: See Mc- 
Clure 
Bursitis about the shoulder, A. H. Weiland, 
and C. R. Burbacher, 26 


Editorial, W. G. 


C 

Cancer: See Davison, Looper, Pressly, Thom- 
ason 

Carbon dioxide, experimental study of em- 
bolic effects of: See Moore, R. M. 

Carcinoma: See Davison, Looper, Pressly, 
Thomason 

Carcinoma of the 
Thomason 

Carcinoma of the descending colon, T. A. 
Pressly, 836 

Carcinoma of the larynx, diagnosis and 
surgical treatment of: See Looper 

Cardiospasm, surgical treatment of: See 
Bailey, R. B. 

Cardiovascular problems of interest to the 
surgeons: See Roesler 

Carraway, C. N.: Pentothal sodium-oxygen 
anesthesia in major surgery, 312 

Cathell, E. J., and Cathell, J. L.: Sulfanila- 
mide and staphylococcus antitoxin: Re- 
port of their combined use in the suc- 
cessful treatment of staphylococcus sep- 
ticemia, 531 

Cathell, J. L.: See Cathell, E. J. 

Causes of prostatic disease: See Henline 

Chronic arthritis, classification and treat- 
ment of: See Sherwood 

Chronic constrictive pericarditis, diagnosis 
and surgical treatment of: See Harring- 
ton 

Cine-fluorography, W. H. Stewart, and F. H. 
Ghiselin, 21 

Classification and treatment of chronic arth- 
ritis, K. K. Sherwood, 571 


breast: See Davison, 
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Clinical discussion of melanomas: 


See Lee 

Coleman, R. C., Jr.: See Ballenger 

Colon, descending, carcinoma of: See Pressly 

Colon, lipoma of: See Barnes, F. L. 

Common bile duct, massive dilatation 
See Jelks 

Complete indirect inguinal hernia, a study 
of 305 hernias and repairs, H. J. Shelley, 
257 

The Congress in prospect, Editorial, 
Sanders, 142 

A consideration of the terminology and man- 
agement of anal fistulas, L. A. Buie, 351 

Constrictive pericarditis, diagnosis and sur- 
gical treatment of: See Harrington 

Craig, W. McK.; Dockerty, M. B., and Har- 
rington, S. W.: Intravertebral and intra- 
thoracic blastomycoma simulating dumb- 
bell tumor, 759 

Crosthwait, W. L.: Injuries of the spine with 
special reference to the ligamentum fla- 
tage 872 

Curtis, G. M.: Rationale of splenectomy in 
the cutis of certain anemias, 249 

Cushing, Harvey: See Pilcher 

Cystoscopic photography: preliminary report, 
E. G. Ballenger; H. D. McDonald, and 
R. C. Coleman, Jr., 381 


R. 


Cysts, dermoid, complicating pregnancy: See 
King 

D 

Davison, T. C., and Rudder, F. F.: Breast 


tumors, 697 
Factors influencing the mortality of per- 
forated peptic ulcer, 75 
DeBakey, M., and Odom, C. B.: Significant 
factors in the prognosis and mortality 
of perforated peptic ulcer, 425 
Dermoid cysts complicating pregnancy: re- 
port of a case of bilateral dermoid cysts 
with torsion of one complicating a preg- 
nancy which termina‘ed normally in 
spite of excision of both ovaries, L. S. 
King, 241 
Descending colon, carcinoma of: See Pressly 
Development and progress in surgical treat- 


ment of pulmonary tuberculosis: See 
Johns 
The diagnosis and surgical treatment of 


carcinoma of the larynx, E. A. Looper, 
513 

Diagnosis and surgical treatment of chronic 
constrictive pericarditis, S. W. Harring- 
ton and A. R. Barnes, 459 

Diagnosis and treatment of obstructive jaun- 
dice: See Pittman 

Diagnosis, early, of urologic affections, 
portance of: See Ballenger 

Diarrheas encountered in proctologic prac- 
tice, interpretation of: See Kleckner 

Dilatation, massive, of the common bile duct: 
See Jelks 

Disease, Hirschsprung’s, with report of case 
treated by presacral sympathectomy: See 
Hancock 

Disease, kidney, relationship of, to hyperten- 
sion: See Ockerblad 


im- 


of: 


Diseases of the lungs and pleura, 
in: See Lambert 

Disease, prostatic: See Ballenger, Henline, 
Thackston 

Disease, thyroid: See Boyce, 
Gregor 

Disease, thyroid, mortality of in non-endem- 
ic area: See Boyce 

Diverticula of the jejunum, Editorial, 
Boland, 907 

Dockerty, M. B.: See Craig 

Drugs, preoperative and postoperative use 
of, in surgery of the gastrointestinal 
tract: See Gage 

Dumb-bell tumor, intracranial and intrathor- 
acic blastomycoma simulating: See Craig 

Duodenal ulcer, partial gastrectomy for: See 

Sanders 


surgery 


Craig, Mc- 


F. K. 


E 


Early diagnosis, importance of, in urologic 
affections: See Ballenger 
E. Bates Block Memorial Lecture: See Bai- 
ley, P. 
EDITORIALS 
The associate editor, 691 
A British doctor’s story, W. G. Stuck, 767 
The Congress in prospect, R. L. Sanders, 
142 
Harvey 
139 
Everett Foster Jones, W. G. Stuck, 692 
Evipal as a basal anesthetic, W. P. Nicol- 
son, 848 
William David Haggard, F. 
199 
Diverticula of the jejunum, F. K. Boland, 


Cushing—a memoir, C. Pilcher, 


K. Boland, 


Medical preparedness, 613 

Postscript, 71 

The preparation of papers, 197 

Present trend in graduate training for 
surgery. The C. Jeff Miller memorial 
lecture, J. M. Mason, 370 

Short papers, €90 

The Southern Surgeon a monthly!, 69 

Southern surgeons: yesterday, today 
tomorrow, R. L. Sanders, 278 

“Stimulus to the young men,” 196 


and 


The Texas Surgical Society, 369, 616 Se! tae 
an apprecia- 


The Texas Surgical Society: 
tion, R. L. Sanders, 451 
Water balance, 5. P. Wolff, 533 
Embolic effects of air and of carbon dioxide, 
an experimental! study of: See Moore 
Endocrinology, sex, and pelvic surgery: See 
Ross 
Enucleation of the eyeball: 
Epilepsy: See Meredith, Pilcher 
Epilepsy following certain traumatic and in 
flammatory lesions of the brain, an op 
eration for relief of: See Meredith d\ 
Epilepsy problem, surgical aspects of: See 
Pilcher 
Everett Foster Jones, Editorial, W. G. Stuck, 
692 
Evipal as a basal anesthetic, Editorial, W. 
P. Nicolson, 848 


See Rychener 
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Experience, personal, with march foot: See 
Newell 

An experimental study of the embolic effects 
of air and of carbon dioxide, R. M. 
Moore, and C. W. Braselton, 733 

Exhibits, scientific, 208 

Exudative sclerosing mastoiditis: See Hall 

Eyeball, enucleation of: See Rychener 


F 


Factors influencing the mortality of perfor- 
ated peptic ulcer, T. C. Davison, and 
F. F. Rudder, 75 
Factors in the mortality of thyroid disease 
in a non-endemic area: an analysis of 
817 consecutive surgical cases and 103 
consecutive surgical and _ nonsurgical 
deaths, with a note on the value of the 
Quick test of liver function in the esti- 
mation of hepatic damage, F. F. Boyce, 
96 
5 Femur, fracture of neck of: See Moore, A. T., 
Robertson, Zuelzer 


a he Femur, fractured neck of, nailing of without 
x-ray: See Zuelzer 
pa, Fistulas, anal, consideration of terminology 
and management of: See Buie 

Cul Foot: See Newell 


Foot, march: See Newell 
a Fracture: See Moore, A. T., Newell, Robert- 
son, Rush, Zuelzer 
Fracture cases commonly seen, in which bad 
results frequently occur: See Rush 
Fractured neck of femur, nailing of without 
x-ray: See Zuelzer 
: Fracture of neck of femur: See Moore, A. T., 
Robertson, Zuelzer 
a Fractures of the hip; 4 years experience with 
Moore nails, R. C. Robertson, 884 
Fractures of neck of femur treated by in- 
ys ternal fixation with adjustable nails; 
ce) end result studies, A. T. Moore, and 
a J. T. Green, 684 


G 


Gage, M.: Preoperative and postoperative 
use of drugs in surgery of the gastroin- 
testinal tract, 149 

Gardner, C. E.: See Hart 

Gastrectomy, partial, for duodenal ulcer: See 
Sanders 

Gastrointestinal tract: See Boland, Gage, 
Gibbon, Mooney, Sanders 

Gastrointestinal tract, preoperative and post- 
operative use of drugs in surgery of: 
See Gage 

Gastro-jejunal ulceration, J. W. Gibbon, 593 

Ghiselin, F. H.: See Stewart 

Gibbon, J. W.: Gastro-jejunal ulceration, 593 

Glass ball implantation, simple technic for, 
following enucleation of eyeball: See 
Rychener 

Glick, A. H.: See Hahn 

Graduate training for surgery, present trend 
in: See Mason 

Green, J. T.: See Moore, A. T. 


H 

Haggard, William David: See Boland 

Hahn, L. J., and Glick, A. H.: The Miller- 
Abbott tube for intestinal feeding, 797 

Hall, S. S., and Thomas, H. V.: The mastoid 
as a reservoir in chronic otorrhea: chron- 
ic exudative sclerosing mastoiditis, 522 

Hancock, J. D.: Review of Hirschsprung’s 
disease with report of case treated by 
presacral sympathectomy, 59 

Hand, infections of: See Maguire 

Harrington, S. W.: See Craig 

Harrington, S. W., and Barnes, A. R.: Diag- 
nosis and surgical treatment of chronic 
constructive pericarditis, 459 

Hart, D., and Gardner, C. E.: Hyperpara- 
thyroidism; report of nine cases, 41 

Harvey Cushing, a memoir, Editorial, C. Pil- 
cher, 139 

Heart: See Harrington, Roesler 

Hemostatic and drainage tube, an original 
combination, use of, in suprapubic pros- 
tatectomy: See Thackston 

Henline, R. B.: Prostatic disease: with spe- 
cit] reference to the various causes and 
types as well as their treatment, 360 

Hepatic damage, estimation of by Quick test 
of liver function, in thyroid disease: See 
Boyce 

Hereditary arthrodysplasia, structure of knee 
joint in: See Venable 

Hernia: See Shelley, Ziskind 

Hernia, complete indirect inguinal: See 
Shelley 

Hernia, paraduodenai: See Ziskind 

Hernia, ventral: See Shelley 

Hip, fractures of: See Moore, A. T., Robert- 
son, Zuelzer 

Hirschsprung’s disease, review of, with re- 
port of case treated by presacral sympa- 
thectomy: See Hancock 

Hyperparathyroidism: report of nine cases, 
D. Hart, and C. E. Gardner, 41 

Hypertension: See Ockerblad 


I 

Importance of early diagnosis of urologic 
affections, E. G. Ballenger; H. P. Mc- 
Donald, and R. C. Coleman, Jr., 235 

Indications for surgical treatment of intra- 
cranial tumor: E. Bates Block memorial 
lecture, P. Bailey, 539 

Indirect inguinal hernia, complete: See Shel- 
ley 

Infections of the hand, D. L. Maguire, 11 

Inflammatory lesions of the brain: See Mere- 
dith 

Inguinal hernia, complete indirect: See Shel- 
ley 

Injury to pelvic supports: See Andrews 

Injuries of the spine with special reference 
to the ligamentum flavum, W. L. Cros- 
thwait, 872 

Intermittent irrigator: See Myers 

Internal fixation with adjustable nails in 

fracture of neck of femur: See Moore, 

A. T., Robertson 
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"Interpretation of the diarrheas encountered 
in proctologic practice, M. S. Kleckner, 
442 


Intestinal feeding with Miller-Abbott tube: 
See Hahn 

Intracranial tumor, indications for surgical 
treatment of: See Bailey 

Intrathoracic blastomycoma, 
dumb-bell tumor: See Craig 

Intravertebral and intrathoracic blastomy- 
coma simulating dumb-bell tumor, W. 
McK. Craig; M. B. Dockerty, and S. W. 
Harrington, 759 


simulating 


Irrigator, simplified automatic intermittent: 
e Myers 

J 

Jaundice: See Pittman, Seeger 


Jaundice, diagnosis and treatment of: See 
Pittman 

Jaundice, obstructive: See Pittman, Seeger 

Jaundice in infancy and childhood, surgical 
problems presented by: See Seeger 

Jejunum, diverticula of: See Boland 

Jelks, E.: Massive dilatation of the common 
bile duct: presentation of a case with 
report of autopsy, 187 

Johns, F. S.: Progress and development in 
the surgical treatment of pulmonary tu- 
berculosis, 607 

Jones, E. L.: See Bailey, R. B. 

Jones, Everett Foster, Editorial, W. G. Stuck, 
692 


Jones, G. W.: Bone tumors, 122 


K 


Kessler, H. H.: Rehabilitation of the phy- 
sically handicapped, 34 

Kidney disease, relationship of, to hyperten- 
sion: See Ockerblad 

King, L. S.: Dermoid cysts complicating preg- 

nancy: Report of a case of bilateral der- 

moid cysts with torsion of one compli- 

cating a pregnancy which terminated 

normally in spite of excision of both 

ovaries, 241 

Kleckner, M. S.: Interpretation of the diar- 
rheas encountered in proctologic practice, 
442 

Knee joint, structure of, in hereditary arthro- 
dysplasia: See Venable 

Knoepp, L. F.: See Phillips 


L 


Lam, C. R.: See McClure 

Lambert, A.: Surgery in diseases of the lungs 
and pleura, 710 

Larynx, carcinoma of: See Looper 

Lee, Q. B., and Mast, J. R.: Melanomas: A 
clinical discussion, 437 

Left paraduodenal hernia, J. Ziskind, and 
H. J. Schattenberg, 175 

Lesions of the brain, traumatic and inflam- 
matory: See Meredith 

Lethal factor in burns, 
See McClure 

Ligamentum flavum in spine injuries: 
Crosthwait 


liver necrosis as: 


See 


Lipoma of the colon, F. L. 
Barnes, 853 
Liver: See Boyce, McClure * 7 
Liver function, Quick test of, in estimation — i 
of hepatic damage in thyroid disease: 
See Boyce 
Liver necrosis as a lethal factor in burns: 
See McClure 
Looper, E. A.: The diagnosis and surgical 
treatment of carcinoma of the larynx, 
513 
Lukins, J. B.: Postoperative pulmonary com- | Aer 
plications, 411 


Lung surgery: See Acuff, Johns, Lambert 
Lungs, diseases of: See Acuff, Johns, Lam- 
bert 


Mec 


McClure, R. D., and Lam, C. R.: Problems 
in the treatment of burns; liver necro- 
sis as a lethal factor, 223 

McDonald, H. P.: See Ballenger 

McGregor, J. K.: Premature ageing asso- 
ciated with thyroid dysfunction, 342 


M 


Maguire, D. L.: Infections of the hand, 11 

Malignant tumors of the skin, treatment of: 
See Pack 

Management of anal fistulas: See Buie 

Management, surgical, of biliary tract dis- 
ease: See Phillips 

March foot, a personal experience, C. E. 
Newell, 169 

Mason, J. M.: Present trend in graduate 
training for surgery. The C. Jeff Miller 
memorial lecture, Editorial, 370 

Massie, F. M.: Amebiasis: A cause of ab- 
dominal pain, 584 

Massive dilatation of the common bile duct: 
presentation of a case with report of 
autopsy, E. Jelks, 187 

Mast, J. R.: See Lee 

The mastoid as a reservoir in chronic otor- 
rhea: Chronic exudative sclerosing mas- 
toiditis, S. S. Hall, and H. V. Thomas, 
522 

Mastoiditis, 
See Hall 

Medical preparedness, Editorial, 613 

Melanoma; a clinical discussion, Q. B. Lee, 
and J. R. Mast, 437 

Meningiomas, spinal: See Bradford 

Meredith, J. M.: An operation for the relief 
ot epilepsy following certain traumatic 
and inflammatory lesions of the brain, 
86 

Metatarsal fracture: See Newell 

The Miller-Abbott tube for intestinal feed- 
ing, L. J. Hahn, and A. H. Glick, 797 

Mooney, J., Jr.: The atypical signs and 
symptoms in perforated peptic ulcer, 179 

Moore, A. T., and Green, J. T.: Fractures 
of the neck of the femur treated by in- 
ternal fixation with adjustable nails: 


chronic exudative sclerosing: 


end result studies, 684 
See Moore, A. T., Robertson 


Moore nails: 
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Moore, R. M., and Braselton, C. W.: An 
experimental study of the embolic effects 
of air and of carbon dioxide, 733 

Mortality of perforated peptic ulcer: See 
Davison, DeBakey 

Mortality of thyroid disease in a non-en- 
demic area: See Boyce 

Myers, H. C.: A simplified automatic in- 
termittent irrigator, 193 


N 

Nailing of the fractured neck of the femur 
without x-ray, W. Zuelzer, 566 

Neck of the femur, fractured: See A. T. 
Moore, Robertson, Zuelzer 

Necrosis, liver, as lethal factor in burns: 
See McClure 

Nephrectomy, report of hypertension cured 
by, in unilateral kidney disease: See 
Ockerblad 

Newell, C. E.: March foot, a personal ex- 
perience, 169 

Nicolson, W. P.: Evipal as a basal anes- 
thetic, Editorial, 848 


O 


Obstructive jaundice: diagnosis and treat- 
ment of, J. E. Pittman, 485 

Ockerblad, N. F.: Relationship of unilateral 
kidney disease to hypertension: report 
of a case cured by nephrectomy, 269 

Odom, C. B.: See DeBakey 

An operation for the relief of epilepsy fol- 
lowing certain traumatic and inflamma- 
tory lesions of the brain, J. M. Mere- 
dith, 86 

Otorrhea, chronic, mastoid as a reservoir in: 
See Hall 

Ovarian pregnancy, primary: See Russell 

Ovaries, excision of both during pregnancy: 
See King 

Owens, W. D.: Primary pneumococcic peri- 
tonitis in an adult with recovery fol- 
lowing specific serum treatment, 804 


P 

Pack, G. T., and Wuester, W. O.: The treat- 
ment of malignant tumors of the skin, 
775 

Pain, abdominal, caused by amebiasis: See 

assie 

Papers, preparation of, Editorial, 197 

Paraduodenal hernia: See Ziskind 

Parathyroid: See Hart 

Partial gastrectomy for duodenal ulcer, R. 
L. Sanders, 878 

Pathology causing sciatic syndrome, E. 
Walker, 820 

Pelvic supports—their injury and repair, C. 
J. Andrews, 335 

Pelvic surgery: See Ross 

Pelvic surgery and sex endocrinology: See 
Ross 

Pentothal sodium-oxygen anesthesia in ma- 
jor surgery, C. N. Carraway, 312 

Peptic ulcer: See Davison, DeBakey, Mooney, 
Sanders 

Perforated peptic ulcer: See Davison, De- 

Bakey. Mooney 


Pericarditis, chronic constrictive: See Har- 
rington 

Pericarditis, diagnosis and surgical treat- 
ment of: See Harrington 

Peritonitis, primary pneumococcic: See 
Owens 

Personal experience, march foot: See New- 


ell 

Phillips, J. R., and Knoepp, L. F.: The sur- 
gical management of biliary tract dis- 
ease, 158 

Photography, cystoscopic: See Ballenger 

Physically handicapped, rehabilitation of: 
See Kessler 

Pilcher, C.: Harvey Cushing, a memoir, Edi- 
torial, 139 

Surgical aspects of the epilepsy problem, 301 

Pittman, J. E.: Obstructive jaundice: Diag- 
nosis and treatment, 485 

Pleura, surgery in diseases of: See Lambert 

Pneumococcic peritonitis, primary: See Ow- 
ens 

Postoperative pulmonary complications: J 
B. Lukins, 411 

Postoperative use of drugs in surgery of the 
gastrointestinal tract: See Gage 

Postscript, Editorial, 71 

Pregnancy: See King, Russell 

Pregnancy, complicated by dermoid cysts: 
See King 

Pregnancy, excision of both ovaries during: 
See King 

Pregnancy, primary ovarian: See Russell 

Premature ageing associated with thyroid 
dysfunction, J. K. McGregor, 342 

Preparation of papers, Editorial, 197 

Preoperative and postoperative use of drugs 
in surgery of the gastro-intestinal tract, 
M. Gage, 149 

Presacral sympathectomy in Hirschsprung’s 
disease: See Hancock 

Present trend in graduate training for sur- 
gery. The C. Jeff Miller memorial lec- 
ture, Editorial, J. M. Mason, 370 

Pressly, T. A.: Carcinoma of the descending 
colon, 836 

The prevention of wound disruption, E. G. 
Ramsdell, 495 

Primary ovarian pregnancy: review of the 
literature and one case report, R. B. 
Russell, Jr., and W. T. Black, Jr., 114 

Primary pneumococcic peritonitis in an adult 
with recovery following specific serum 
treatment, W. D. Owens, 804 

Problems, cardiovascular, of interest to the 
surgeons: See Roesler 

Problems in the treatment of burns. Liver 
necrosis as a lethal factor, R. D. Mc- 
Clure, and C. R, Lam, 223 

Proctologic practice, diarrheas encountered 
in, interpretation of: See Kleckner 

Prognosis in perforated peptic ulcer: See 
DeBakey 

Progress and development in the surgical 
treatment of pulmonary tuberculosis, F. 
S. Johns, 607 

Progress and mortality of perforated peptic 
ulcer, significant factors in: See DeBakey 
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Prostatectomy, suprapubic, with the use of 
an original combination hemostatic and 
drainage tube: See Thackston 

Prostatic disease: See Ballenger, Henline 

Prostatic disease: with special reference to 
the various causes and types as well as 
their treatment, R. B. Henline, 360 

Pulmonary complications, postoperative: See 


Lukins 

Pulmonary tuberculosis: See Acuff, Johns, 
Lambert 

Pulmonary tuberculosis, progress and de- 
velopment in surgical treatment of: See 
Johns 

Pulmonary tuberculosis, surgical treatment 
of, with end results: See Acuff 


Q 


Quick test of liver function, in the estima- 
tion of hepatic damage, .a note on the 
value of: See Boyce 


R 


Ramsdell, E. G.: The prevention of wound 
disruption, 495 

Rationale of splenectomy in the treatment 
of certain anemias, G. M. Curtis, 249 

Rehabilitation of the physically handicapped, 
W. H. Kessler, 34 

Relationship of unilateral kidney disease to 
hypertension: report of a case cured by 
nephrectomy, N. F. Ockerblad, 269 

Relief of epilepsy, an operation for, follow- 
ing certain traumatic and inflammatory 
lesions of the brain: See Meredith 

Repair of 305 complete indirect inguinal 
hernias: See Shelley 

Repair of pelvic supports: See Andrews 

Repair of 458 ventral hernias: See Shelley 

Review of Hirschsprung’s disease with re- 
port of case treated by presacral sympa- 
thectomy, J. D. Hancock, 59 

Rieser, C.: The semen and sterility, 862 

Rives, J. D.: The splenic anemias, 328 

Robertson, R. C.: Fractures of the hip: 4 
years experience with Moore nails, 884 

Roesler, H.: Some cardiovascular problems 
of interest to the surgeon, 1 

Ross, R. A.: Sex endocrinology and pelvic 
surgery, 387 

Roster of The Southeastern Surgical Con- 
gress, 209 

Rudder, F. F.: See Davison 

Rush, Leslie, and Rush, Lowry: Some com- 
monly seen fracture cases in which bad 
results frequently occur, 657 

Rush, Lowry: See Rush, Leslie 

Russell, P. B., Jr.. and Black, W. T., Jr.: 
Primary ovarian pregnancy; review of 
the literature and case report, 114 

Rychener, R. O.: A simple technic for glass 
ball implantation following enucleation 
of the eyeball, 321 


Ss 

Sanders, R. L.: The Congress in prospect, 
Editorial, 142 

Partial for duodenal ulcer, 878 


Southern surgeons: yesterday, today and 
tomorrow, Editorial 278 
The Texas Surgical Society: An appre-— 
ciation, Editorial, 351 
Schattenberg, H. J.: See Ziskind : ies 
Sciatic syndrome, pathology causing: 
Walker 
Scientific exhibits, 208 
Sectional meetings, 1940, 770 
Seeger, S. J.: Surgical problems presented — Bak: 
by jaundice in infancy and childhood, ear 
552 
Semen and sterility, C. Rieser, 862 a thee 
Septicemia, staphylococcus, successfully treat- 


ed with sulfanilamide and staphylococ- 
cus antigen: See Cathell 

Sex endocrinology and pelvic surgery, R. AL 
Ross, 387 


t 


Shelley, H. J.: Complete indirect: inguinal © A 
hernia, a study of 305 hernias and re- | a 
pairs, 257 

Ventral hernias: a study of 550 hernias 
458 repairs, 617 

Sherwood, K. K.: Classification and treat- 
ment of chronic arthritis, 571 oe 

Short papers, Editorial, 690 \ Fate 

Shoulder: See Weiland cars 


Shoulder, bursitis about: See Weiland 
Significant factors in the progress and mor- > 
tality of perforated peptic ulcer, M. De- © 


Bakey, and C. B. Odom, 425 re 
Signs, atypical, in perforated peptic ulcer: 
See Mooney 
Simple technic for glass ball implantation 
following enucleation of the eyeball, R. a 
O. Rychener, 321 es 
Simplified automatic intermittent 


irrigator, = 
Myers, 193 


Skin tumors, malignant: See Pack oa 

Some cardiovascular problems of interest oan 
the surgeons, H. Roesler, 1 

Some commonly seen fracture cases in which 
bad results frequently occur, Leslie Rush, 
and Lowry Rush, 657 5 

The Southern Surgeon a monthly! Editorial, 


Southern surgeons: Yesterday, today and 1g eo 
morrow, Editorial, R. L. Sanders, ) 
Specific serum treatment in primary 
mococcic peritonitis: See Owens 
Spine, injuries of, with special reference to _ 
the ligamentum flavum: See Crosthwait 
Spinal anesthesia: observations after ten 
years’ experience. A report of more than 
7,000 cases, M. J. Tendler, 827 
Spinal meningiomas: a report of 4 cases, 3 of — 
which were in negroes, F. K. Bradford, 
722 
Splenectomy in treatment of certain anemias, 
rationale of: See Curtis f 
Splenic anemias, J. D. Rives, 328 
Staphylococcus antitoxin: See Cathell 
Staphylococcus septicemia: See Cathell 
Sterility: See Rieser 
Stewart, W. H., and Ghiselin, F. H.: Cine 
fluorography, 21 
“Stimulus to the young men,’ ” Editorial, 196 
The structure of a knee .> in hereditary 
arthrodysplasia, J. 
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k, W. G.: A British doctor’s story, Edi- 
torial, 767 


Sulfanilamide and staphylococcus antitoxin: 
report of their combined use in the suc- 
cessful treatment of staphylococcus sep- 
ticemia, E. J. Cathell and J. L. Cathell, 

531 

Supports, pelvic, 

See Andrews 

Dae Suprapubic prostatectomy with the use of 
a an original combination hemostatic and 

drainage tube, L. P. Thackston, 403 
= _ Surgery in diseases of the lungs and pleura, 
eee A. Lambert, 710 

Bie of the gastrointestinal tract, preop- 

; erative and postoperative use of drugs 

Beas in: See Gage 

pelvic, and sex endocrinology: See 

oss 

‘Surgical aspects of the epilepsy problem, C. 

Pilcher, 301 

AG ‘Surgical management of biliary tract dis- 
, ease, J. R. Phillips, and L. F. Knoepp, 


their and repair: 


injury 


158 
Surgical problems presented by jaundice in 
infancy and childhood, S. J. Seeger, 552 


wars Surgical treatment of carcinoma of the 
larynx: See Looper 
ae Surgical treatment of cardiospasm, R. B. 


foal en Bailey, and E. L. Jones, 666 


Surgical treatment. of chronic constrictive 
pack pericarditis: See Harrington 
a Surgical treatment of intracranial tumor, 
= indications for: See Bailey 


Surgical treatment of pulmonary tuberculosis 
with end results, H. Acuff, 738 

Surgical treatment of pulmonary tuberculo- 
sis: See Acuff, Johns 

Svmpathectomy, presacral, 
disease: See Hancock 

Symptoms, atvpical, in perforated peptic ul- 
cer: See Moonev 


in Hirschsprung’s 


T 


Technic. simple, for glass ball implantation 
following enucleation of the eveball: See 
Rychener 

Tendler, M. J.: Spinal anesthesia: observa- 
tions after ten years’ experience. A re- 
port of more than 7,000 consecutive 
cases, 827 

Tenerv. W. C.: Wound healing, 843 

Terminology of anal fistulas: See Buie 

The Texas Surgical Society, Editorial, 369, 


616 

Thackston, L. P.: Suprapubic prostatectomy 
with the use of an original combination 
hemostatic and drainage tube, 403 

Thomas, H. V.: See Hall 

Thomason, T. H.: The treatment of cancer 
of the breast, 900 

Thvroid: See Boyce, McGregor 

Torsion of dermoid cyst complicating preg- 
nancv: See King 

Traumatic and inflammatory lesions of the 
brain: See Meredith 

Traumatic brain lesions: See Meredith 
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Treatment «f anemia, splenectomy in: See 
Curtis 

Treatment of burns: See McClure 

Treatment of cancer of the breast, Thoma- 
son, T. H., 900 


Treatment of cardiospasm: See Bailey 


Treatment of chronic arthritis: See Sher- 
wood 

Treatment of constrictive pericarditis: See 
Harrington 


Treatment of fractures of neck of femur by 
internal fixation: See Moore 

Treatment of Hirschsprung’s disease by pre- 
sacral sympathectomy: See Hancock 

Treatment of intracranial tumor: See Bailey 

Treatment of jaundice: See Pittman 

Treatment of malignant tumors of the skin, 
G. T. Pack, and W. O. Wuester, 775 

Treatment of obstructive jaundice: See Pitt- 
man 

Treatment of prostatic disease: See Henline 

Treatment of pulmonary tuberculosis: See 
Acuff, Johns 

Treatment of staphylococcus septicemia: See 
Cathell 

Tuberculosis, pulmonary: See Acuff, Johns 

Tuberculosis, pulmonary, progress and de- 
velopment in surgical treatment of: See 
Johns 

Tuberculosis, pulmonary, surgical treatment 
of, with end results: See Acuff 


Tumors, bone: See Jones : 
Tumors, breast: See Davison : 
Tumors, dumb-bell: See Craig 
Tumors, intracranial: See Bailey 
Tumors, malignant, of the skin, treatment 

of: See Pack 


Tumors of the skin: See Pack 
Tvpes of prostatic disease: See Henline 


U 
Ulcer: See Davison, DeBakey, Mooney, San- a 
ders 
Ulcer, duodenal, partial gastrectomy for: 
See Sanders 5 
Ulcer, peptic: See Davison, DeBakey, 


Mooney, Sanders 

Ulcer, perforated peptic: See Davison, De- 
Bakey, Mooney 

Ulceration, gastro-jejunal: See Gibbon, San- 
ders 

Unilateral kidney disease, relationship of to 
hypertension: See Ockerblad 

Urologic affections, importance of early di- 
agnosis of: See Ballenger q 


Venable, J. H.: The structure of a knee joint 
in hereditary arthrodysplasia, 345 ; 

Ventral hernias: a study of 550 hernias and 3 
458 repairs, H. J. Shelley, 617 ; 
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Walker, E.: Pathology causing sciatic syn- 
drome, 820 

Water balance, Editorial, B. P. Wolff, 533 

Weiland, A. H., and Burbacher, C. R.: Bur- 
sitis about the shoulder, 26 
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William David Haggard, Editorial, F. K. Y 
Boland, 199 Young men, stimulus to, Editorial, 196 
Wolff, B. P.: Water balance, Editorial, 533 7 
Wound disruption, prevention of: See Rams- Ziskind, J., and Schattenberg, H. J.: Left 
dell : paraduodenal hernia, 175 
Wound healing: W. C. Tenery, 843 Zuelzer, W.: Nailing of the fractured neck 
‘Wuester, W. O.: See Pack ee of the femur without x-ray, 566 
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